DOCaMEHT RESOHE 



ID 132 804 



EC 092 373 



IDTHOR 
TITLE 

INSTITDTION 

SPONS AGENCY 

PUB DATE 

GEANT 

NOTE 

EDRS PEICE 
DESCRIPTORS 



IDENTIFIERS 



Moerschy Hartha S,, Ed,; Hilsoiiy Ted Y* ^ Ed. 
Early Intervention project for Handicapped Infants 
and Young Children. Pinal Report, 1973»1976. 
Michigan Univ., Ann Arbor, Inst, for the Study of 
Mental Retardation, 

Bureau of Education for the Handicapped (DHEW/OE) , 

Washing ton, D,C. 

76 

G007400U63 

52p, I I "First Chance" Project 

'MF=iO*83 HC"S3,50 Plus Postage, 
^Delivery Systems; Early Childhood Education; 
Exceptional Child Education ; ^Handicapped Children; 
*Identif ication ; *Intervention; Parent Role; ^Program 
Descriptions; Screening Tests; Staff Role 
Final Beports; *First Chance; Michigan 



ABSTRACT 

Presented is an informal report of a 3^year early 
intervention project for young handicapped children in Michigan, a 
part of the Handicappea Children's Early Education Program, sometimes 
referred to as the First Chance Projects, Sections cover the 
folloMing topics, an overview of the project; identification and 
screening; the service delivery process; parent involvement; 
supportive services; evaluation; staff development activities; 
dissemination and training; replication and continuation; 
record^keeping; disciplinary roles (occupational therapist, physical 
therapist, speech and language pathologist, psychologist, special 
educator, and child development specialist) ; administrative issues; 
and a description of the early intervention developmental profile. 
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INTRODUCTION 



The *'FirHt Chance'* network of the Handicapped Children's Early Education Program, Bureau of Education Ibr the 
Handicapped (BEH). United Slates Office of Education, provides support for innovative demonstration programs for 
young children which can be replicated hy school systems and other community agencies. Many states have approved 
legisiatiOT for programming for handicapped children from the day of their birth. 

Each ''First Chance^' project is required to disseminate information gained through implementation of its innovative 
program. During its lifetime^the project described in this report was involved in all aspects of dissemination, H-om observa- 
tion t^o formal publication, 7 he project was funded at a time when interest in and need for prognimming information for 
handicapped inhmts and young children was high. 

The mterests and needs of large numbers of persons, representing many disciplines and many levels of involvement- 
who have contacted the project for information are reflected in the format of this final report. The report is an informal 
descnption of the project and was written by the staff members who developed and carried out the project, 7 he report 
seeks to answer the questions most often asked by visitors and correspondents, 

A more formal pubjication from the praject will be available early in 1977 when Devt'lopmental Pmmi 
and Youn^ Chilclren is published by the University of Michigan Press. 

1 
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PROJECT OVERVIEW 



Martha Mucrsch 



In 197 L the Michigan legislaiure enacted Public Law 
198. ihc Michigan mandaiory special cducaiion law, with 
iniplcnicntaiion to begin with the 1973-74 school year. 
This law required that the Kchools supply an educaiiunal 
program for all persons from birth through age twenty-five 
who required special educational programniing, it was 
also the responsibiliiy ofthe schools to insure that special 
education pupils were provided with the means For taking 
advantage of rhe editcational program. This provision 
dictated that the schools assume a more comprehensive 
managemeni program than the traditional educational 
curriculum. 

By the time the law was passed, many individuals and 
agencies had become interested in the education of in= 
tanis, infant stimulation programs, or in developmental 
assessment and treatment of handicapped infants, A body 
of literature was being developed, and pilot programs 
were being carried out, • 

Staff members of the Institute tor the Study of Mental 
Retardation and Related Disabilities (ISMRRD) ofthe 
University of Michigan had explored possibilities f\)r early 
intervention programs tor handicapped infants, and a pro- 
posal was submitted in January 1973 to the Handicapped 
Children's Early Education Program. Bureau of Hduca- 
lion fur the Handicapped. The proposal outlined an in- 
novative program to be carried out as a model of one ofthe 
ways in which the requirements ofthe mandatory special 
education law could be met for handicapped children fi om 
birth through the age of four. At the same time the priipo- 
sal was submitted, an internally funded pilot program was 
started at the Institute on a oncc-a-week basis. 

Notification of funding as a ^' First Chance" pnyect wa^ 
received on October 1. ^973. and the Early Intervention 
Project fur Handicapped infants and Young Children 
(EIP) began operation at once. It was customary for the 
first year of 'Tarst Chance'' prcijects to be used as a plan= 
ningyear, but the nine months of planning and preparation 
by the pilot project enabled full operation to begin inv 
mediately upon receiving fimding. 

The miijor features ofthe model program were that par= 
enis were to be maintained as primary treatment providers 
for their handicapped children and that an occupational 
therapist, a physical therapist, and a speech and language 
pathologist would be primary stalT members with a psy- 
chologist and a special educator serving as secondary staff 
members, Justiticalion ftirlhe specifie staffing pattern was 
that children recognised as requiring special programming 
at such an early age would not have academic needs but 
would require assistance in acquiring cognitive, gross and 
fine motor, language, social, and self-help skills. While 
training in teaching these skills to such young handicapped 
children had not been widespread, it was felt that taken to- 
gether the three primary disciplines of occupational 
therapy, physical therapy, and speech and language 
pathology did encompass the necessary background, 

A small population of children had been identified 
through the Institute's diagnostic and evaluation service 
and had been enrolled in the pilot program. Upon notifica- 
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tion of project lunding, contacts were made with aruu 
health departments, hospitals, clinics, physicians, voliin= 
tary health organizations, day care centers, nursery 
schools, and with the public through newspapers, 
brochuies, and personal contact. Interestingly enough, 
except for tour children with Down's syndrome who 
rahyed in age from eleven weeks to fourteen months, the 
children who entered the project at the beginning were 
usually both ehronologically and tunctionally at the 
three=and-tour-year levels of development and had only 
mildly handicapping conditions. As the jjroject continued, 
the children who enrolled were progressively younger and 
more severely handicapped. 

Relerrals were aceeptcd IVom parents as well as prtiles- 
sionals. and the tact that the parents recognized that they 
had a handicafiped child who needed scmic type of special 
help was suflicient to qualify the child for initial ac- 
ceptance into the program. 

rhe project accepted children from birth through the 
age of fiuir, with any type of handicap, who resided within 
a three county area. There was no cost to the f\uiiily except 
that (he tamily provided transportation. Each child, with 
one or biith parents, attended one iwo-toMhrce lumrgroup 
session each week and received a home visit once a week, 
or once every two weeks. A comprehensive evaluation of 
the child was peiibmied. and a management plan was de- 
veloped, in addition to the live disciplines represented on 
the project staff, other cvaliuuions were performed as 
needed by Institute staff members. Those disciplines most 
often calied upon were pediatrics, audiijlogy, nutrition, 
and social work. 

In addition to the long-range nianagemenl plan, a sol of 
short-term objectives was developed for each chiki cmd 
activities for meeting these objectives were carried out 
both in the gi oup^and home sessions. 

A maximum niiniber of thirty children at one time were 
served by the priyect. Three separate groups were main- 
tained according to the developmental levels ofthe 
chiltlrcn: infant, intermediate, and preschool. During the 
second year of the pr(?ject. it was determined that the 
preschool children, those both chronologically and de- 
vclopmentally at the three and four year levels, would be 
more appropriately placed in public schoi>l programs or in 
normal nursery school programs. During the third year, 
the project focused on infants and children who were 
funcHoning below the level of three years, 

Fhyxical Facililie>* f<)r (t roup Sessions 

rhe physical facilities included a large carpeted room, 
an adjoining room with a tile floor, an adjacent bathroom, 
and a simple kitchen area. There was a lounge area nearby 
where the parents coirld visit and have cohee and relief 
time away from the children. One-way observations win- 
dows and/or remote television viewing allowed parents, 
staff members, students, and visitors to iib.serve group 
activities, 



Many activities took place on the floor and equipment 
requirements were simple, i.e. tables, chiiirs (regular and 
high chairs), wheel toys, mats, bolsterH, mirrors, and 
other toys suitable for young children* Rocking chairs, 
both for adults and children, were added soon after the 
project began. Group activiiics ranged from one-to-one 
treatment sessions to typical nursery school schedules 
depending upon the needs of the current population: snack 
time was always a purl of each group session. 

One or two normal children were usually included as 
models in all preschool groups and at limes in other 
groups. These were either children of stafT members re- 
cruited fur specific purposes or siblings of the project chil- 
dren. For a short time* a volunteer was assigned to lead a 
play group of siblings. 



Home Visits 

Home visits were scheduled once a week or once every 
two weeks according to the needs of the child and family. 
Some visits were made when all family members could be 
present, and others were scheduled when only the child 
and mother were present in order to focus on specific 
needs. Home visits lasted from one to three hours. A pri- 
mary home visitor was assigned according to the major 
need of the child or parent* with changes being made as 
required. A stafTmember of another discipline sometimes 
replaced or accompanied the primary home visitor for 
specific purposes. 



Pro||raniming 

While the general program plan included group and 
home sessions for each child, there was nexibility in meet- 
ing the needs of the specific child. Two children never at- 
tended group sessions; one child had a medical condition 
which required that he not be exposed to other children; 
another was a post-rubella child who continued to excrete 
rubella virus. Some children received home visits only, 
usually for health reasons, and group sessions were addcci 
later: other children attended other programs five days 
each week but continued to receive home visits by project 
staf f members. Health conditions of the children often re- 
quired that visits he replacetl by project staff visits to the 
hospital. 

Attention was always given to determining the most ap- 
propriate program for each child. This ranged from assist- 
ing the parents in locating a more appropriate program 
soon after the initial referral to the project, to ''graduat- 
ing" a child when it was decided that he should associate 
with normal children or move into another program, to 
assisting a nimily in securing residential placement for 
their child. 

Since the project operated on a twelve-month basis, 
some children who regularly attended other programs dur- 
ing the school terms were accepted by the project during 
the summer months. 

The basis for developing individual programs for each 
child was the l£arly Interveriiion Pcvelapnivnial Prnjilt', 



Advisory Committee 

An advisory committee to the preject was appointed 
when funding approval was received. Members included 
individuals in edueationaK health, and administrative po- 
sitions, and parents. Each member was chosen for the 
unique knowledge and skills he or she possessed, which 
provided valuable assistance to the project, ranging from 
direct clinical and training assistance to providing public 
information. One member served as a one-day-a-week 
consultant to the project during its second year; another 
returned to graduate school and was on an academic 
placement with the project during its third year of opera- 
tion. Others served as referral sources for the prcject. 

The setting of the project within the Institute provided 
ready access to a wide variety of knowledgeable and 
experienced individuals who were able to fill many of 
the roles of an advisory committee. For this reason, the 
resources of the advisory committee were utilized on an 
individual basis more often than as a group. 

Project parents provided much of the assistance usually 
expected of advisory committees, ranging from feedback 
on project operations to assistance with dissemination 
activities. 

Services to University Students 

''First Chance" projects did not include the training of 
preservice students as a priority. Since the Institute, as a 
University Affiliated Facility, had this as its top priority, 
arrangements were made for University students to train 
with the project. During its three years of operation, the 
project offered practicum placements and early interven- 
tion seminars for University of Michigan students. The 
percentage of the project director's time supported by a 
Maternal and Child Health grant allowed this. Students 
represented the disciplines of early childhood education, 
special education, speech and language, physical therapy, 
psychology, nutrition, tHirsing, audiology, and social 
work. There is no occupational therapy department at the 
University of Michigan, but occupational therapy stu- 
dents on field placement at the Institute from other univer- 
sities did receive training through EIP. 

Since there are few opportimiiies for academic study of 
handicapped infants in the United States. EIP filled a 
unique need. The emphasis on interdisciplinary team 
functioning provided new experiences for many of the 
students. 

In addition to the Universiiy of Michigan, EKP staff 
members served as guest lecturers at Eastern Michigan 
University, Washtenaw Community College, Wayne 
State University. Marygrove College. Mercy College. 
Ohio State University, and University of Queensland, 
Brisbane, Australia. Students and faculty from various 
Canadian colleges and universities attended dissemina- 
tion sessions of the project. 

Major Strength*! and Weaknesses 

Two outstanding strengths of the project were the two 
major objectives outlined in the original proposal: sup- 
porting parents as the primary treatment providers for 
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their hundicapped children and demonstrating an alternih 
live staffing pattern which differed from the usual pre- 
school staffing pattern. Primary staff memberH were from 
the disciplines of occupational therapy, physical therapy, 
and speech and language pathology, and supportive per- 
sonnel included psychology and special education. It is 
hoped that no program lor handicapped infimts will be inv 
plemented without major involvement of parents; how- 
ever, of equal importance is that such programs consider 
the disciplines of occupational therapy, physical therapy, 
and speech and language pathology as primary staff, 

A third m^gor strength, closely associated with the rtrsi 
two strengths, was the cooperation, mutual support, and 
creative skill of the staff members who made the pnyeci 
possible, the 'Meam" which is mentioned so often in the 
report. In working with very young and handicapped chil- 
dren such as the prcyect served, it must be recognized that 
there are few experts. Each program must build its own 
team through mutual respect for the knowledge of others 
and through recognition of the creative prublem-solving 
which is necessary. ^laiT members were equally creative 
in disseminating project information to others. 

In addition to the immediate staff members in the proj- 
ect, the larger group of Institute staff members, having a 
wide variety of knowledge and skills, made many valuable 
contributions to the strengths of the projeel, 

()ne factor which was recognized as a m;yor weakness 
of the project, both by persons inside and outside the 
project, was that it appealed to and was suitable for those 
parents having the interest, time, and financial ability to 



become as personally involved in the program us did the 
parents in the EIP, It is recommended that this weakness, 
or problem area, be recognized and that effiirts be made 
to ameliorate the weakness rather than adopting the re- 
verse situation of not involving parents because of the 
difficulties of doing so. Program developers should as- 
sume that parents are interested and should include 
them in problem-solving sessions to discuss how they 
can be involved. 

Lack of transportation was recognized as a weakness 
which other prugrams are urged to remediate if possible. 

Chwuru of BEH Funding Perlud 

It was noted in the uriginal proposal that by the end of 
the BHH funding period, the public schools would have 
completed three years under the mandatory special educa- 
tion law and could be expected to provide adequate prog- 
ramming lor infants and young children. One ol^ the origi- 
nal three counties included in the geographic area covered 
by the project proved to be too hiv away to be jeasible for 
children to attend the prc)ject sessions. The other two 
counties adopted the project model within their inter- 
mediate school districts and will serve as demonstration 
sites tor an Outreach Prtyect, also funded by BEH. Some 
of the prtyect children have been nniinstreamed into niir- 
mal settings whem they might be expected to remain in- 
definitely or until their academic requirements make it 
necessary that they return to special education settings. 
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IDENTIFICATION AND SCREENING 



Eleanor W. Lynch 



Unlike the Michigan Mandatory Speciiil Education Act 
(Public Act 198), the Early Intervention Project had no 
''child find'* component. Although the project was adver- 
tised in brochures, newspapers, and in presentationH to 
community organizations, there was no mandate to screen 
large numbers orchildren in order to identify children who 
needed services. During the project's three years, how^ 
ever, staff members did provide consultation to local and 
intermediate school districts on community screening and 
*'child find" activities to assist districts in meeting the 
mandatory special education law in Michigan and in 
anticipation of Public Act 94-142 which mandates identi- 
fication and screening. These consultations included 
ftimiliarization of school staff with various screening in- 
struments, suggestions for plans of operation when initiat- 
ing a community-wide screening program, and linkage 
with other districts which had already initiated mLijor 
''child find" projects. 

When school systems were assisted in carrying out 
"child find" activities, three major areas were stressed, 
including: (1) responsibility for case-finding under the 
mandatory special education aet, (2) strategies for 
developing adequate case-finding capabilities, and (3) 
screening procedures. 



Responsibility for Case-Finding 

Even though Michigan Public Act 198, which requires 
that the public schools serve all children from birth 
through age twenty-five regardless uf type and extent of 
handicap, was passed in December of 1971 and imple- 
mented in September of 1 973 , many districts have had diffi- 
culty in locating persons who are not receiving services. 
In fact, fewer children are receiving services under 
Public Act 198 than prior to the passage of the mandatory 
education act. This can be accounted for in part because of 
lowering the upper limit of the intelligence quotient re- 
quirement. Also, a smaller number of handicapped pre- 
school children appeared than was projected. In many 
areas, the preschool children who needed special educa- 
tion have not been identified. 



Case=FlndJng J^tratcgies 

Adequate case-finding requires a systematic, thoughtful 
strategy, knowledge of community agencies, and commu- 
nity trust. When asked to help districts develop strategies 
for case-finding, the project suggested that they first de- 
velop a plan which included a campaign time-line, inside 
contacts with agencies, publicity ideas or "gimmicks," 
and a systematic effort to build community trust. 

The project suggested that the school system develop a 
time-line so that all miijor activities such as radio or televi- 
sion appearances and public service spot reminders, 
mobile unit visits, area-wide mailings, and on-going pre- 
sentations at meetings, such as churches and service or- 



ganizations, could be carefully and strategically timed. 
The project also suggested that major agencies serving the 
community, such as social services, public health, child 
and family guidance clinics, industries, businesses, and 
local professional groups, be informed about the mandat- 
ory special education act and be made aware of available 
services. Because school boards often have members who 
are involved in other agencies or professions, they can 
serve as inside contacts to give visibility to the law, the 
services, and the school system's efforts. 

Another major strategy suggested to school systems 
was that whenever families came for screening activities, 
they should be rewarded by having something tangible to 
take home: an activity book, a monthly newspaper for 
preschoolers, etc. Many times, ''gimmicky" things work, 
A newspaper ad which says ''FREE'l generally gets 
people's attention; it may be helpful to demonstrate on 
television what the screening involves in order to lessen 
anxiety, or it may be helpful to link school screening with 
other agency screening systems that already exist such as 
the Harly Periodic Screening, Diagnosis, and Treatment 
Program carried out by Medicaid, 

Very difficult to develop, yet most important, is the 
community's trust in the school system's screening, refer- 
ral, and treatment programs. In order to develop trust the 
program must deliver services, must maintain openness 
and encourage visitation, and must actively involve as 
many consumers as possible. 



Screening Procedures 

After a case-finding plan has been developed, it is im- 
portant to determine the most accurate, yet economical, 
screening procedure. School districts were advised to 
consider what would be most effective in terms of loca- 
tion, timing, allocation of staff resources, record-keeping, 
referral, and age levels for screening. Some districts found 
it most helpful to conduct screening procedures at 
neighborhood schools along with kindergarten round-up 
or another annual, publicized event; others found that a 
traveling van which could move from shopping center to 
shopping center was most effective: still others found that 
screening at community centers or health agencies was 
most productive in finding the children. 

When looking at timing, districts had to determine how 
many case-finding efforts would be made each year and 
when these efforts would be carried out. In terms of the 
allocation of staff resources, it was project practice to rec- 
ommend a team which had expertise in motor develop- 
ment, language development, cognitive development, and 
fcimily dynamics, A team of these specialists had the com- 
bined skills necessary to identify the needs of the whole 
child and his family system. 

During and after the screening process, a systematic re- 
cord keeping system and a referral system are needed. 
Community trust requires that records be confidential and 
not go astray, and yet that they assist others in maintaining 
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the system and making appropriate referrals* This, in it- 
self, was ujob that required the attention of a number of 
people and in most cases the direct, full-time contribution 
of at least one clerical person. 

Another ftictor which was important was the age level at 
which screening would take place. Some districts wanted 
to screen all two=y ear-olds rtrsi, others all four=year-olds 
first. In any event, the project urged that theHcreeningsyH- 
tern should be developed to provide a ''net'' which would 
catch children systematic£illy as well as allow for referrals 
as problems were noticed. 

A decision about what screening instruments to use was 
another miyor fVictor in developing a good case-finding 
program. The qualities of a good screening device include: 
speedy and easy administration , predictability * and a wide 
range of applicability. To be effective, screening instru= 
ments had to be predictable yet easily and quickly ad- 
ministered without extensive training. This precluded 
many of the standard psychological instruments and 



suggeHted some of the less refined instruments which 
could provide the necessary results for decision-making. 
The project suggested thai, at a m.inimum, screening 
procedures should investigate vision, hearing, motor, 
language, cognitive, social, and sclf-care development. 
Although many instruments have establisned national 
normative data, it was often helpful to develop commu- 
nity norms in order to investigate how well children in 
a Hpecific conimunity were performing. 

Commonly used screening instruments included: the 
Denver Developmental Screening Test, the Washington 
Guide for Promoting Development in the Young Child, the 
Slosson Intelligence Test, and the Caldwell Preschool 
Inventory, The project urged that as other screening in- 
struments are developed, those involved in preschool 
case=finding keep abreast of the must recent literature. 
As children were iduntitietl, it would be the screening 
team's responsibility to refer them fur further evalua- 
tions and to maintain accurate lecortls on the children. 
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STRUCTURE OF THE SERVICE 
DELIVERY PROCESS 

Diane B. lyEu^cnio 



Over the first year of the Early Intervention Project, a 
procysH and structure for delivery of service emerged. As 
the project entered its second year, the staff felt the neces= 
sity of clearly defining the steps in that process to insure a 
system for complete service delivery to current and pro- 
spective client-patients. Along with this, a definition of the 
process vvouU^. allow uniform gathering of information on 
each child which could be used to continuously evaluate 
the children's developmental progress and the appro- 
priateness of their individual program, and would provide 
a system of data collection for research purposes. 

This section will describe the components of the 
process and structure of the Early Intervention Project's 
service delivery system from the time a child entered the 
project to the time he exited. 

There were eight major components in the structure of 
the project which are depicted on the flow chart in Fig- 
ure I , These components were: referral, initial home visit, 
teYim evaliiatitm, parent informing, individual program- 
filing, treatment delivery, re-assessment, and exit. 

Entry 

A child could be referred to the Early Intervention Proj- 
ect Uom any source ranging from a physician to a neighbor 



of the handicapped child, The greatest numherof referrals 
were received from the public health nurses of the County 
Health Department, most instances, the child and 
his family had been referred to the health department by 
hospital staff following the child's discharge from the 
hospital. 

In some cases the child was referred by a family pediat= 
rician who had diagnosed a problem after the child was 
discharged from the hospital. Other sources of referral to 
the prtyect included hospital social workers, other prtij- 
ecls within the University of Michigan, parental self- 
re f e r ral s , re f e r ra I s fro m pa re n t s o f c h i I d re n a 1 1 e ad y i n t h e 
project, local school districts, and phy^sicianr. The 
number of referrals from physicians increased as the proj- 
ect moved into its third year. While the exact reason for 
this was not clear, perhaps it had taken about two years \)f 
the project's work to establish credibility within the medi= 
cai community through the feedback to physicians from 
the parents served by the project. 

Initial Home Visit 

When the project was notified of a referraL an intake 
worker (staff member) was assigned on a rotation basis to 
follow up the calL The assigned intake worker followed up 
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the referral by calling the family to arrange a home visit in 
order to have a more relaxed setting than meeting at a 
clinic. The initial home visit served several functions. 
First, it provided the parents with a description of the 
Institute and the Early Intervention Project. This initial 
description highlighted the project's emphasis on paren- 
tal involvement and communicated to the family that their 
involvement was not only desired but was the only pre- 
requisite for service delivery to their handicapped child. 

The second major function of the initial home visit was 
to gather pertinent information about the handicapped 
child and his family which could be shared with other staff 
members. Depending upon the preference of the intake 
worker and the appropriateness to the situation, the intake 
workerconducted either an inJbrmal or formal assessment 
of the child. In the case of an informal assessment, the in- 
take worker observed the child and asked questions to find 
out general information about the child's development, 
such as feeding behaviors (Does he drink from a cup?), 
play behaviors (What is her favorite toy and how does she 
play with it?), and motor development (Can he sit?). In the 
case of the more fornal assessment, the intake worker 
began to complete the Early intervention Developmental 
Profile. 

A third component of the initial home visit was to obtain 
backgrcund information on the child. Not only did this 
provide the intake worker with medical information about 
the child, but it ajso gave the worker some insight into 
wha; the parents had been told about their child's hand- 
icapping condition and what they understood about the 
condition in relationship to the child's development. 

Finally, as with all programs, the initial visit was used to 
fill out other necessary forms. 

Initial home visits lasted aproximately an hour to an 
hour and a half. If parenls expressed interest in the proj- 
ect, they were invited to come to the Institute to view a 
group session, and arrangements were begun for a team 
evaluation. The intake worker then wrote a report sum= 
marizing the initial home visit which was distributed to the 
Early Intervention Project team. 

Team Evaluation 

The next step in the process was the formal, com- 
prehensive evaluations by the Early Intervention team 
which were conducted at the Institute. The completed 
evaluation consisted of disciplinary assessment by 
psychology, speech therapy, physical therapy, ar oc- 
cupational therapy and included a special educaiion 
assessment if the child was at a three- or four-year devel- 
opmental level. Additional evaluations available through 
the Institute were scheduled when indicated, especially 
audiology, pediatrics, nutrition, and social work. 

The team evaluation was structured so psychological 
testing was done first in order to yield maximum cognitive 
information. If the child had a motor handicap and re- 
quired special handling and/or positioning to maximize the 
child's manipulation skills, the occupational therapist or 
physical therapist was present to assist the psychologist 
on the item presentations. During this part of the evalua- 
tion, the speech therapist observed the child's language 
through a two-way mirror and recorded the verbalizations 
made and the receptive language demonstrated by the 
child. 



After the psychologist had completed her portion, the 
speech therapist worked with the child to complete the in- 
formation needed for her assessment. The motor person 
(O T or PT) had developed a general idea of the child\s 
motoric functioning level based on observations of the 
previous assessments. The motor evaluation was com- 
pleted at the end of the session, since the handling which 
occurred during motor assessment, e,g,, reflex testing, 
range of motion measurement, imd spasticity evaluation, 
was often tiring and/or upsetting lor the child. 

This evaluation format was often modified to meet the 
needs of the child, his t^imily, or the evaluulor. For exam- 
ple, the speech therapist usually made a visit to the child^s 
home as part of her evaluation process to gather informa- 
tion on the type, quality, and extent of the child's express- 
ive and receptive language. In some cases, it was neces- 
sary for the psychologist to sec a child several times both 
at the Institute and in the child's home to convince the 
parents that she had seen a good representation of the 
child's abilities. This was especially true in cases in which 
the parent knew her child was showing a severe delay in all 
areas of development but was defensive about hearing 
those perceptions from another person. 

No matter where the evaluations took place or how 
many sessions were needed to complete the evaluation, 
the parents were always present and involved in the proc- 
ess. Their skills in t^icilitating their child's responses were 
utilized by having them administer some of the test items 
and position the child. When the parents were not directly 
involved in the testing, they watched the evaluation 
through a one-way window. While watching the evalua- 
tion, the intake worker or another stafT member explained 
what the evaluator was doing. In all cases, the evaluation 
was videotaped for later professional or student observa- 
tion and was shown to the parents at the parent informing, 
if either the father or mother had not been present at the 
evaluation. When the evaluations were completed, time 
was scheduled by the intake worker for the results of the 
evaluation to be discussed with the parenls. 

Parent Informing 

Parent informing was structured so that team evaluation 
information could be easily understood by the parents. 
One format had all team members present to report their 
disciplinary findings and recommendations to the parents. 
Some families preferred this format because all team 
members were available to answer questions about their 
child's development. 

For other families the number of people present was too 
overpowering. A second format was then used in which a 
smaller group met either at the Institute or in the family's 
home. In these cases the intake worker and the psycholo- 
gist presented the evaluation results from the team to the 
parents. The smaller group format provide^' " good oppor- 
tunity for assisting the parents in beginning lu understand 
their child\s developmental progress in relation to his 
handicapping condition. For some parents these meetings 
were the first time they had heard the term **retardaiion" 
applied to their child. The smaller group allowed the par- 
ents to express their feelings, concerns, and questions 
more freely. 

During parent informing, interdisciplinary and discipli* 
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nary recommendations were made. Interdisciplinary rec- 
ommendaiions related to general programming to meet the 
child's and parents' needs; disciplinary recommendations 
were more specific and related to each evaluator^s disci^ 
plinary expertise. The overall question dealt with at the 
parent informing was whether or not the Early Interven- 
tion Project would meet the needs of the child and family 
and. if not, what other program would best meet those 
needs. In most cases, the child's and tamily's needs could 
be met by the project or by the project's services sup- 
plemented by community resources. However, in some 
cases, the services available through the project were 
not appropriate to meet the child's and/or family's needs. 
For example, some children required more intensive 
programming than the project provided, i.e., a five-day- 
per-week program, or a ppogram in which parents 
could get the respite provided by a 3 to 5 day-per-week 
program. In a few cases the child was not thought to be 
handicapped enough to need the Institute program with its ^ 
obvious title as a project for handicapped children. In all 
cases in which the project was not recommended, the in- 
take worker followed the case until an appropriate pro-, 
gram or preschool was found, and the process was begun 
to enroll the child in that program. 

When admission to the project was recommended, a 
case coordinator was selected. She made home visits and 
managed the case for the time the child and family were 
involved in the project. The case coordinator was usually 
selected to match the primary needs of the child and the 
family. For instance, a child whose primary handicap was 
a motor problem would have the occupational therapist or 
physical therapisi as case coordinator; a language hand- 
icapped child, the speech therapist; a child with behavior 
problems or emotional problems, the psychologist or spe- 
cial educator. If the parents required counseling, the psy- 
chologist served as case coordinator. 

The case coordinator's role was sometimes shared by 
two of the team members. An example of this was a case in 
which the occupational therapist and psychologist were 
' co-case coordinators for an anophthalmic child who re- 
quired developmental programming in all areas and whose 
parents required counseling. On alternate weeks the oc- 
cupational therapist visited the home to work with the 
parents and the child; on the other weeks the psychologist 
worked with the parents on their relationship as it affected 
the care of the child. The assignment of a case coordinator 
was sometimes based on the geographic location of the 
family home for efficiency of service delivery. 

Individual Progranitning 

The next step in the process was to write a program of 
objectives to facilitate the child's development. The proj- 
ect developed and used the Eeirty Inierveniion Develop- 
mental Profile as the basis for programming for each child. 
The Profile was designed to present a picture of the child*s 
developmental status between birth and 36 months in the 
areas of language, self-care, percepiual/flne motor, gross 
motor, cognitive, and social/emotional development. On 
the basis of this information, objectives to fiicilitate the 
next developmental milestone to emerge were written in 
each of the above* six areas, 
. The Profile was administered every three months by the 



child*s case coordinator during a home visit. Short-term 
objectives for the next three-month period were written on 
the basis of the Profile results with input from each team 
member and the child's parents. The case coordinator 
sought advice from other team members in the formulation 
of objectives when she needed additional specific discipli- 
nary expertise. The parents were consulted to determine 
which objectives were important to them. For example, 
while the team members may have felt it was important 
to begin toilet-training the child, the parents may have felt 
that it was more important to concentrate solely on self- 
feeding. 

The project's program was set up so that every three 
months each child was re-profiled, evaluated on whether 
he had passed or failed each objective, and had new objec- 
tives written. If a child entered the program in the middle 
or towards the end of a 12-week program cycle, interim 
objectives were written for him to accomplish in the time 
remaining in the cycle. 

Treatment Delivery 

The short-term objectives were the basis of the child's 
program for each three-month period. Activities which 
facilitated meeting the objectives were taught to the par- 
ents or other primary care givers (babysitters, grand- 
parents, etc.) during home visits and group sessions. 

Each family was visited weekly or once every two 
weeks by the case coordinator for approximately one 
hour. During the visit, the case coordinator modeled and 
taught the parents specific disciplinary skills needed to 
care for the child. Positioning, handling and relaxation 
techniques, behavioral management, oral-motor facilita- 
tion, and structured play situations were taught as neces- 
sary to help facilitate the accomplishment of objectives in 
all programmed areas. 

Home visits had several unique advantages. They pro- 
vided the home visitor with a sense of what the family 
could realistically accomplish with their child when the 
economic or emotional limitations existing in the home or 
family were considered. Some home visits were made 
when the child's entire family was home. This allowed the 
working parent and siblings to be invoh ed in the child's 
care. Also, depending upon what tim^ of day the visits 
were made, they were used to teach feeding and dressing 
skills within the child's established routine. 

Objectives were also worked on during weekly group 
sessions. Most of the children attended a group session 
once a week for two hours with either his parent(s) or pri- 
mary care giver. During the sessions each child and parent 
worked on a one-to-one basis while the staff members cir- 
culated to each^hild, suggesting activities or modeling 
treatment techniques for the parent. 

The group sessions had the following advantages: they 
allowed each member of the team to apply his disciplinary 
skills to the child's needs which could then be supported 
and carried out by the home visitor; they provided a set- 
ting in which parents could spontaneously share with each 
other the experiences they had with their child or ideas 
which they found useful in working with their child; and 
they provided an opportunity for parents to give emotional 
support to each other through their child's successful as 
well as difficult moments. 
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Reassessment 



E%it 



Each child was re-evaluated every three months on the 
Profile and new objectives were written. Every six months 
each child received the same full-scale, formal discipli- 
nary re-evaluations as when he entered the project, 
followed by another parent informing and recommen- 
dations for the kind of program needed by the child and 
his family. This process of reassessment was continued 
every six months as long as the child was in the program. 



Children were exited from the project when another 
program seemed to be more appropriate, when the family 
moved out of the geographic area, and when the pfoject 
ended. Exit reports were written. These reports brieHy 
outlined the child's involvement in the project* the clinical 
and developmental status of the child at exit, and the pro- 
gram to which the child was referred. 
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FOSTERING PARENT INVOLVEMENT 

SaraL. Brown 



Philosophy of Involvement 

From the beginning, the EIP stafT attempted to involve 
its parents in a variety of ways and at a variety of skill 
levels. The philosophy upholding this attempt was basi- 
cally threefold: (1) children in the attachment period need 
parents rather than teachers; (2) parents need skills in de- 
aling with their child's unique needs; and (3) children 
should be handled as part of a total family system. 

Many handicapped children move through the attach- 
ment-separation stages at delayed rates either because 
of their own handicaps or because of parental sheltering 
during the early years. Recent research indicates that 
the most effective intervention occurs during the early 
years (birth to three) in the natural environment with the 
natural surrogate or parent. This is also a time when 
many parents are unwilling to separate from their children 
for educational or therapeutic placements. 

The intervention plan, therefore, not only included the 
parents but provided the parents with the opportunity and 
the skills to become primary treatment givers. During the 
three years of project operation, the EIP staff involved 
parents in all aspects of planning, evaluation, and pro- 
gramming for their child, depending on parental knowl- 
edge, skill, and desire to participate. All parents were 
trained to handle and stimulate their child in ways individ- 
ualized to their child's strengths and weaknesses. All 
parents received counsel and information regarding 
their child's handicapping condition and normal child 
development. All mothers and a number of fathers par- 
ticipated in the weekly group sessions and were involved 
in treating their own child during the sessions, Many par- 
ents assisted during the psychological, speech, and devel- ) 
opmental evaluations. Some took part in writing their 
child's objectives every three months. 

Most parents are genuinely concerned for the welfare of 
their children. They are with their child on a day-to-day 
basis and best know his needs, handicaps, and daily 
schedule. Probably the greatest need that parents express 
is to feel competent in dealing with their child on a daily 
basis. Parents of severely handicapped children are vul- 
nerable to heightened insecurities regarding the psy- 
chological and physical development of their child. The 
mother of a spastic cerebral palsied child may be con- 
cerned about the daily handling and physical positioning 
of her child. The father of an autistic child may be con- 
cerned about his role in the daily care and discipline of his 
child. Parents of a Down's syndrome child may be eager to 
enhance their child's growth in all areas of development. 

Professionals dealing with parents are challenged to en- 
hance the parents' knowledge and skills in order to pro- 
mote feelings of successful parent-child interactions and 
competencies on the part of the parents. It is the parent, 
not the therapist, who cares for, stimulates, and interacts 
with the child on a twenty-four-hour a day basis and who 
must have the skills necessary to do so successfully. 

Like the normal child, the handicapped child is part of 
a total family unit. The EIP staff operated under the 



rationale that intervention which attempts to separate a 
child from his natural environment is apt to be unsuccesS' 
ful. Intervention which attempts to consider the total fam- 
ily constellation, its interactional patterns, its unique 
style, and its problem areas, is more likely to be effective. 
Many families have other problems as intrusive as the one 
represented by their child*s handicap and must have help 
in dealing with these before they can begin to handle their 
child's handicap as a major priority. Such problems as role 
expectancies, financial or marriage crises, and extended 
family illnesses all tend to cloud a family*s immediate 
priorities. On the other hand, some families need help in 
placing their handicapped child*s needs into perspective 
with the needs of the total family unit. Siblings, spouse, 
and parental self-fulfillment are all needs which have to be 
considered if the handicapped child's needs are to be ac- 
cepted as a legitimate part of the whole. 

Project parents demonstrated their abilities to handle 
and stimulate their children in a number of unique and 
creative ways. One father built a special highchair for his 
spastic daughter; another cared for his child when he was 
home from work in the evenings. Some mothers shared 
their problems and mutually solved them. The most obvi- 
ous area of eH^^t^ c training, however, was seen in rela- 
tion to the com. ^^ity where parents became advocates 
for themselves ana :ir children regarding such issues as 
education, respite carwj 3nd financial help. Because of 
Michigan's mandatory education act, handicapped chil- 
dren have a right to educational services between the ages 
of birth and twenty-five. EIP parents were involved in a 
number of committees (including their own child's Educa- 
tion PJanning and Placement Committee) through which 
they sought services for their children. As a result, many 
children received services that would not otherwise have 
been provided* such as bus service, transportation reim- 
bursement, financial assistance for attendance at normal 
nursery schools, and direct or consultation services from 
ancillary professionals (speech, occupational and physical 
therapists and other special resource consultants). Pa- 
rents also assisted one another in finding appropriate 
placements and services for their children. One mother 
was particularly helpful in contacting new mothers of 
Down's syndrome children and jn supporting and coun- 
seling them with regard to available services. 

The EIP staff encouraged parents to participate in 
additional activities related to the project* Several took 
part in group discussions, and others gave lecture presen- 
tations during conferences or workshops. A few wrote 
articles for lay or professional periodicals. 

Strategy and Rationale for Involvement 

The strategies for involving parents were structured to 
meet each individual parent's needs, level of skill, educa- 
tion, and time available for involvement. Families were 
assigned a case coordinator who was responsible for mak- 
ing home visits, contacting other appropriate resources 
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and agencies, and monitoring the child's and family's prQ- 
gress. As the project continued, the slafT saw a need for 
involving other staff members in home visit consultations 
in their areas of disciplinary expertise, in psychological 
counseling and support, or in contacts with other agencies 
such as school districts and medical centers. Co-case 
coordinators were appointed and eased some of the pres- 
sures created when one staff member carried a particu= 
larly involved family, i,c a lamily with severe health or 
dynamic problems. This alleviated the risk of strong at- 
tachment and dependenee on a single staff member. 

Another strategy for involving parents was direct train- 
ing in handling, stimulating* and interacting lechniques. 
The staff felt that the more knowledgeable a parent be- 
came aboiu his child's handicap and the more skills he ac- 
quired in dealing with that handicap, the more he would 
increase his involvement in the daily carelmd stimulation 
of his child. For most parents this was a valid assumption, 
although a few tended to inlellectualize and were often un- 
able to interact with their child on an emotional level. 

In addition to knowledge, parents need skills. The group 
sessions and home visits involved parents in play activi- 
ties with their child which met specific developmental 
objectives. Initially, staff members modeled various activ- 
ities which were appropriate to the child's level and 
abilities; later parents modeled and verbalized for one 
another. Normal children and other handicapped children 
served as developmental models for each other and for 
parent,s at various levels of skill development in six areas: 
cognition, language, social/emotional, gross motor, 
perceptual/fine motor, and self-care. Parents were en- 
couraged tu work with other children to gain knowledge 
OT other handicapping conditions and to gain competency 
in lapting activities to different skill levels. 

l :^roughout the home visits and group sessions, em- 
phasis was placed on fcistering moth erin g skills, Th e_sUiff 
emphasized ''mother'' and attempted to de-emphasize 
''teacher." The rationale for this strafegy was based on 
recent attachment theory and on realistic expectations. 
Parents spend twenty-four hours a day with their child, 
and it often becomes difficult for them to separate roles. 
The staff encouraged the parents to incorporate all the 
child's developmental objectives into his normal daily 
routine and play periods. Most therapeutic activities were 
easily worked into the home schedule. For instance, range 
of motion exercises were done during bath time and dia- 
pering, oral motor activities during feeding, and correct 
positioning of the motorically impaired child throughout 
the day, 

Attitudus 

Because the successful rearing of a handicapped child is 
determined in part by parental attitudes* any program 
dealing with ftimilies should attempt to identify and deal 
with a variety of attitudes ranging from rejection and anger 
to martyrdom. Parents who have worked through a hier- 
archy of emotions can aid other parents in expressing their 
own feelings of anger* frustration, fear, and helplessness. 
All professionals working with nmiilies of the handi- 
capped, from obstetricians to teachers, should he aware 
of the variety of feelings and ambivalent emotions each 
parent has toward his own child, particularly those cen- 



tered around the child's handicapping condition. Parents 
come in many varieties, They do not all have the same 
reactions or the same needs, but they all have to work 
through their own feelings at their own rate. 

The EIP parents expressed their needs to hear what 
they were ready to hear. Several mothers were happy to 
have had some time with their infimis as ''normaP' babies 
before learning that they were ''handicapped." Another 
mother said she wished she had had more lime before she 
was informed that her daughter had Down's syndrome. 
Other parents said that they knew something was wrong, 
but nobody would tell them. Most parents agreed that they 
expected honesty, but only to the extent that they could 
handle it. One mother suggested asking the new parent, 
'*How much do you want to know about your child's con- 
dition?'' 

These suggestions from parents are appropriate not 
only during the postpartum and infancy period but 
throughout the child's lift. Professionals in a variety of 
medical, educational, and support fields have contact with 
and should be aware of the needs of parents throughout a 
handicapped child's life-span. The parent of a school-aged 
child will need a sensitive professional to deal with ongo- 
ing educational programming. The parent of a prepuberty 
child will need help in dealing with sexual issues from a 
person who will be sensitive to that particular parent's 
level of acceptance. When the child reaches adolescence 
or adulthood, the parent again needs sensitive profcs 
sional help with regard to community placement and re- 
lated issues, 

1 he question of labels was brought up by several par- 
ents. One parent noted that the label ''retarded" had had 
so many negative connotations that she wasn't ready to 
accept it. Other mothers on hearing labels such as Down's 
syndrome, cerebral palsy, etc, , applied to their child, bor- 
^JM^ejiLbooks Jmm jhc H and became voracious 
readers, often of obsolete materials, A tew mothers never 
lefr the stage of inlellectualixing the problem, 17iey ac- 
cepted the child's handicap on a rational level but were loo 
vulnerable to cope with it emotionally. One child was 
labeled as having ''a prngressive metabolic syndrome," 
but very little other advice or counsel was given the par- 
ents, After several months of adjusting to the child's diag- 
nosis and after reaching the acceptance stage, they were 
told that the medical tests did not confirm the syndrome, 
rhe child had, however, by this time become severely de- 
layed. The mother expressed her frustration in having to 
deal with ii handicap of unknown nature; she actually pre- 
ferred the label, even with all its coniiotations. 

Many EIP parents expressed difficulty in dealing with 
their other children. Many siblings became jealous be- 
cause of the time each parent had to spend with the hand- 
icapped child's medical problems, physical handling, 
leeding, physical therapy, etc. With the help of EIP stalT 
members, some parents began to use the siblings as mem- 
bers of the "team/' Siblings, for the most pari, responded 
very favorably to such reliimcc upon them. Few parents, 
however, were able to deal with the attitudes of Iheir nor- 
mal children toward the handicapping condition. Such 
lailure may have been due in part to the desire to shelter 
siblings IVom the hurt parents t'elt when they themselves 
were initially inlormcd: it inay also have been due to the 
uncertainty as ioliow to tell them* In reply to questions of 
how siblings might be intbrmed, the HIP stalT suggested 
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that parents be honest with nibh'ngs 
lions ai the appropriate level of u 
were advised to proyide the siblir 
them in verbah'zing and explaining 
friends (''retarded,'' ''cerebral pals 
the parent is free from connotation i 
weapon for sibiings and the child 
MendK, 

One of the most successful way 
was through the use of the Early , 
tnental Projilc, Parents assisted in i 
tering some of the items on the Pn 
however, the Profile was seen as 
vclopmcnt and helped to temper pi 



ques- the six developmental areuH covered by the Pmfilv. With 

rents profesHional guidance, the parents were helped to view 

help the child's strengths and weaknesses in various areas and 

their to work toward the next goal. Parents were trained to 

en by analyze a task and to break it down into its component 

nsivc parts and required levels of skill. When they saw the com- 

from plexity of a task, many parents became satisfied, and even 
excited, when their child achieved a small step toward a 

rents larger behavior milestone. 

vlap- Working with parents as members of the treatment team 

linis- was not only challenging, but rewarding. Without except 

lant. tion, parents proved deserving of the respect given them 

J dc- and responded well to efforts to involve them as important 

ns in members of the planning and treatment team. 
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SUPPORTIVE SERVICES 



Carol M. Donovan 

EDITOR'S NOTE: It can he wuiclpated that cldldren havini^ a wide ratine complex pr<)hlems, as did EIP children, will 
need many siippurtive services. The pnjject's seitini> (a university i^tiated facility which emphasized interdisciplinary 
training of many disciplines) gave the project access to a wide variety of supportive services, Rehitionships with mm- 
liniversity community agencies and programs, such as health departments, school systcns, advocacy groups, and parent 
associaUonsyopened other possihilities for serv A third source of supportive services resulted Jmm the initiative and 
ingenuity of EIP stajf members, underlining the fact that program personnel for very young and multiply handicapped 
children must assume many roles and responsibilities which are usually outside the respunsihilities of school personneL 
EIP stajf members provided a model of such services. 



As schools develop and implement programs for hand- 
icapped infants and young children, they must be prepared 
to provide supportive services, either directly or indi- 
rectly. 

Because of the major objective of supporting the 
parents as the major treatment providers for their handi- 
capped child, it was necessary to focus as much on the 
parents' needs as on the children's in the providing of sup- 
portive services. 

The handicapped child who is identified very early typi- 
cally has a wide variety of needs due to the complexity or 
severity of the handicap. Infants identified soon after birth 
may be children with (I) the obvious stigmata of genetic 
syndromes which have a variety of defects associated with 
them, such as Down's syndrome, (2) obvious congenital 
malformations, such as myelomeningocele, or (3) a sus- 
picious birth history and postnatal course with signs vvhich 
indicate severe brain damage. These children are usually 
multiply handicapped and may present a variety of prob- 
lems such as cardio-respiratory defects, musculo-skeleial 
deformities, hearing and vision deficits, seizures, and/or 
''failure to thrive" problems! Hence, both child and fam- 
ily may require supportive services to cope with a variety 
of needs. 

Supportive Services for Children 

The majority of the children served by the Early Inter- 
vention Project could accurately be described as multiply 
handicapped. Some children had disabilities secondary to 
their major handicap, e.g., strabismus in a Down's syn- 
drome child, mild conductive hearing loss in a cerebral 
palsied child, and legal blindness in another Down's syn- 
drome child. Some of these secondary conditions were 
obvious when the child entered the project; others were 
identified later. The experience of the EIP showed that 
pediatric^ audiological, ophthalmologic^^' dental, and nut- 
ritional services were required as assc^ ated health prob- 
lems of the children were identified. Assistance from these 
disciplines was obtainable through the Institute and the 
University of Michigan. 

A udialogy 

All EIP children were routinely screened by the au- 
diological services at the Institute. Referral for thorough 
evaluation was immediate for the child with a primary 
diagnosis such as post-meningitis brain damage, un- 



explained language delay, or a history of chronic ear inflec- 
tions. In other cases, the stafT carefully monitored the 
child's response to sound and then initiated a referral if the 
child's responses seemed to be questionable, 

Since it was extreh'.sily difficult to judge accurately the 
degree of hearing loss in children who were Vss young or as 
multiply handicapped as those the project covered, the 
staff worked with the parents to help them become more 
accurate observers of their child's sensory functions. The 
parents' accurate input plus staff evaluations thus pro- 
vided the clinicians doing the audiolggical examinations 
with more data on which to base their clinical judgment. In 
one case, hearing loss was discovered in an infant aji 
young as one month who was served by the project for 
other referring conditions. Other less dramatic cases also 
showed hearing losses at early ages. 

Ophthalnwlogy 

Ophthalmological examinations were scheduled in the 
same way as audiological examinations, i.e., children who 
had obvious strabismus, nystagmus, or had been labeled 
by pediairjcians as cortically blind were immediately re- 
ferred. Others were carefully observed for evidence of 
vinual problems. It is important to monitor the rapid 
changes of any young, developing child, and those with 
special problems require even more diligence. For ex- 
ample, although one Down's syndrome child had had 
ophthalmological services almost from birth, it was not 
until near the end of her fourth year that legal blindness 
was diagnosed. A significant increase in her visual atten- 
tiveness was noted after she started to wear glasses. 

Nutrition 

Another component of the Institute which the project 
staff found invaluable was nutrition consultation scivices. 
The EIP benefited from a number of nutrition interns who 
were on year-long placements at ISMRRD, These interns 
collected nutritional data on the children, including 
monthly height and weight records, and were available 
during group ses^sions to answer general dietary questions 
tor the parents. Three-day food recalls were collected for 
each child, and feedback was given to parents on the con- 
tent of the child's diet with advice on haw to increase or 
cut back on caloric intake and still continue to provide 
sound nutritional balance, 

A number of the children had such severe nutritional 
problems thai they took precedence over anything else. 
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The nutritionist worked with each child*s parents, the In- 
stitute pediatriciuns, a_nd the child's ov/n pediatrician to 
alter the child's diet. One infant who was referred to the 
project at age seven months was being fed only with a 
naso'gastric tube due to his poor sucking ablMty, His 
mother wanted to feed him in a more normal way. With the 
pediatrician's permission and with close monitoring of the 
child's weight by the home visitor, public health nurse, 
and nutritionist, the tube was removed. The nutritionist's 
suggestion of putting the baby on Jello milk and feeding 
him on all solids was useful in view of his difficulty in suck- 
ing. 

Two other children f.nd severe dietary problems, a 
three-year-old cerebral palsied child who wefghed only 
ten pounds, eight ounces* and a two-year-old cerebral 
palsied child who had been hospitalized frecjuently for 
gastrointestinat problems. Referral to an Institute 
pediatrician who specialized in problems of childhood 
allergies resulted in both children being placed on a lamb- 
based formula and BenadryL Close teamwork of par- 
ents, nutritionist, pediatrician, and EIP staff resulted 
in weight gains for both children. 

The nutritionists were also available for consultation 
with community personnel who (lad contact with children, 
su^h as private pediatricians, public health nurses, 
teachers, and day care staff. 

With the help of the nutritionists, the EIP staff gained 
enough knowledge 10 advise parents on ways of starting 
children on table foods, balanced diets, and nutritional 
snacks. They also gmned anvncreased awareness of when 
direct nutritionai counseling to pareiits should be recom- 
mended, 

Den lis try 

Project parents had accuss to the Institute's dental 
hygienist and dentist. These dental personnel often came 
to group se.ssions to chat informally with parents. Jn many 
children svith developmental disabilities, tooth eruption is 
often slowed down, and the teeth do not always appear in 
normal sequence. This kind of information helped parents 
understand why, for example, at age eighteen months 
their child had only two teeth. The dental hygienist in- 
structed parents in proper care of their child's gums and 
teeth. This was of particular concern to the parents of 
children who were on seizure medication which affected 
the child's gums, causing overgrowth and a hazard to a 
healthy mouth. The hygienist also worked directly with 
the older preschool children and taught them how to brush 
correctly. The dentist advised EIP staff and parents when 
the child should start seeing a dentist for on-going dental 
care. The parents were given Ii.sts of pedodontists in their 
area as well as the opportunity to attend the Institute den- 
tal clinic. 

Pediatrics 

One of the pediatricians at the Institute was regularly 
available to EIP staff and parents during the group ses- 
sions to answer questions on a variety of things that were 
of immediate concern. She also supplied orders for physi- 
cal therapy treatment when children entered the project. 
She was able to document and confirm when the staff and 
parents suspected a case of possible breakthrough seizure 



activity and a case of lung congestion. Children under the 
care of a private pediatrician were referred to that physi- 
cian to check on the medication or receive acute care 
treatment, When this was not the most practical solution, 
the Institute pediatrician prescribed or gave the physical 
therapist specific treatment orders, such as teaching post- 
ural drainage to the parents " 

The Institute pediatrician also worked in the Pediatric 
Rehabilitation Clinic at University Hospital. Project chil- 
dren such as the myelomeningocele and amputee children 
were seen there with the Institute pediatrician serving as 
liaison. In this way both the clinic and the project had ac- 
curate information on each child's condition. The pedia- 
trician directly advised parents as to the need for high-top 
shoes, Thomas heels, and other appliances when the phys- 
ical therapist suggested moving to such support. This was 
a more practical solution than waiting for an appointment 
at the Pediatric Rehabilitation Clinic. 

The EIP staff encouraged its parents to locate a private 
pediatrician who could provide on-going medical care to 
their child. The project staff and Institute pediatricians 
compiled a list of local pediatricians who were available to 
accept new referrals. In addition to local pediatricians, the 
Institute pediatrician also made referrals to orthopedists, 
cardiologists, neurologists, psychiatrists, and general 
practitioners. 

Psychological Consulitiilon 

A direct service to children that the EIP staff psychol- 
ogist and other Institute personnel provided was 
psychiatric-psychological consultation and treatment. 
They consulted with other EIP staff and parents on 
methods for enhancing on-going programming based on 
the children's psychological needs. More specifically, 
when two preschoolers who had initially been referred to 
the project because of language delay were judged to havfe 
overiying emotional problems, the EIP psychologist mC 
another psychologist provided on-going play therapy ses- 
sions on a twice weekly or weekly basis. The parents were 
also offered alternative services through community men- 
tal health clinics or private practitioners. 

Indirect Support 

In addition to the direct services described above, indi- 
rect services were available which benefited the children 
by providing EIP staff with consultation. For example, an 
EIP staffmember could request the help of her own discip- 
linary associates at the Institute. A specific child, an area 
of disability, or a constellation of behaviors might be pre- 
sented to the disciplinary group for suggestions of man- 
agement or general problem.-soiving. Other Institute fac* 
ulty and staff were often asked to provide consultation to 
the EIP staff member as they related to specific children. 

Community Support Services 

A variety of school programs, both public and private, 
were the major community resources which benefited EIP 
children. The project staff decided that some children 
would benefit more from a full-time school placement in 
either a structured special education program or a normal 
nursery school or kindergarten than they would from the 
EIP program. 
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Several fulUtime programs were identified, Washtenaw 
Intermediate School DiHtrict provided programs (or train- 
able and severely mentally impaired children. Local 
school districts provided speech and hearing consultants 
to normal nursery schools. The Rackham School of East= 
ern Michigan University*s Special Education Departmcnl 
provided an intensive neurodevelopmental program fov 
cerebral palsied children. High Scope Foundation in 
Ypsilanti conducted a "First Chance'' projeci which 
integrated handicapped children into its cognitively- 
oriented preschool program. The EJP slafl' assisted the 
parents in reterring the child to an appropriate program. 

A I is I of possible normal nursery schuof or day care 
placements which would take handicapped children was 
compiled as a result of a survey designed and carried out 
by the EIP staff. This survey consisted of three parts: 
( I) data on school size, location, tuition, and staffing pat- 
tern: (2) evaluation of equipment, programming, and 
staft-child interaction: and (3) interview with the director 
on the cenier's willingness to accept handicapped chil- 
dren. The compiled list provided specific information 
which could be used as a basis for referring parents to de^^ 
sirable, normal placements. 

Some of the children were exited frorn the EIP when " 
they had been successfully integrated into a new program, 
whh the new school and local school districts supplemeni- 
ing the program with appropriate support services. In 
other cases, the children attended normal nursery school, ^ 
or another special program, and took part in EIP programs • 
with EIP staff membern providing consultation to the 
other centers. Consultation to other agencies focused on 
helping each center mesh the needs of the EIP handicap- 
ped child with the agency's capabilities. Strong emphasis 
was placed on getting each agency to involve parents more 
effectively by setting up more efficient communication 
patterns between parents and agency. The centers for 
normal children were urged to set peifprmance expecta- 
tions in keeping with the child's ability to function in a 
structured group situation. 

It sometimes happened that what appeared to be an ap- 
propriate setting did not prove to be so after a trial period. 
In these cases, children were discontinued in the new set- 
ting and returned to the EIP, In some cases the reason for 
inappropriate placement may have been the deteriorating 
condition of the child's medical status. 

Since many of the community programs operated on a 
school year calendar and the EIP was operating all year, 
some children were accepted during the summer months 
only. This was done after careful consideration and dis- 
cussion with the parents and personnel of the other center. 
A specific reason for entry into the EIP for the summer 
only was required, such as preparing a child to go into a 
regular kindergarten, allowing for ongoing diagnosis over 
a period of lime, or providing a period of specialized 
treatment. 



Supportive Services for Parents 

When one first thinks about the term ''early intervene 
tion," what instantly comes to mind is immediate inter- 
vention for the child. Professionals from medicine, allied 
health, and education stand ready to assist the child. 
However, the child is never alone in his need tor help. The 



child is an integral part of his family structure. Family 
members themselves may actually have a higher require- 
ment for '*early intervention" than the child in terms of 
their needs as individuals or "^s parents of a handicapped 
child, 

Many parents were referred to the project by hospital 
social workers or public health nurses. In some cases, 
these professionals had been able to deal with parental 
concerns and questions about the meaning of various 
diagnostic labels used in medical, developmental, or edu- 
cational findings. In other cases, they had served only as a 
conduit to fticilitate a retcrral from a diagnosis to a service 
program. Part of the EIP case coordinator's responsibility 
during the initial home visit was to ascertain the tamily*s 
immediate needs and their knowledge of community^re- 
sources. This inlbrmaiion was extremely valuable in'try- 
ing to build rapport svith parents of newly identified hand- 
icapped children, because EIP staff served as a resource 
link from the start. Parents were often relieved to hear 
about the variety of services that might be available to 
their family and child- Families were routinely told about 
the provisions of the Michigan Mandatory Special Educa- 
tion Act fbr alternative programs. If families required re- 
lief from financial burdens, they were often referred to 
Crippled Children's Services and were told of the vm ious 
Social Services programs, 

TVansportation was not provided by the EIP and was an 
area of real need for some families. Volunteer organiza- 
tions were contacted for help with transportation. Parents 
were also referred to the local Red Cross, to Social Ser- 
vices, and to church groups. Volunteer drivers brought 
some children and parents to group sessions on a regular 
basis. Some parents started to contact these agencies on 
their own for help with transportation for clinic visits and 
doctor's appointments. Some ^ nhool systems provided 
help with transportation, especially if they had been un- 
able to implement their own mandatory special educa- 
tion requirements by the target deadline. 

In addition to community re:'OLnces, the home visitor 
explored with the parents whal information they had 
about their child's diagnostic label. Some parents wished 
to hear a full explanation of their child's condition; others 
wished to have only specific questions answered. The 
home visitor could either supply the facts or direct ihc 
parents to persons or reading materials. Parents who had 
children with genetic syndromes were referred back to the 
genetic clinic at the University of Michigan Hospital tor 
additional counseling. The Institute's Training Resources 
Center (library) was made aviulable to parents who wished 
to read further. 

Other parents had concerns that dealt with more spe- 
cific problems regarding the care and management of their 
child. For example, finding the right nipple so their baby 
could suck better or helping to eliminate undesirable be- 
havior, e.g., tantrums, were specific ways in which the 
project supported parents. As the parents developed trust 
in the project staff, they became more willing to cypress 
their feelings. Sometimes Hharing of feelings occurred on 
the first visit, because the parents were ready to have 
someone listen. In other cases, the building of a trusting 
relationship look longer. The home visitors learned to 
look for subtle cues that parents were ready to discuss 
their concerns, Many parents acknowledged the support 
that the project staff and other parents gave them. Be- 
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cause the home visitor ftinciloned in a supportive as well 
as therapeutic role, visits were also made to the hospital 
when some of the children became acutely ill. 

The primary home visitors learned to cope with crisis 
situations by acquiring new skills which had not bean in- 
cluded in their professional training. Evictions, lack of 
heat or light, acute alcoholism, a mother's desire for an 
abortion, truant siblings, and other problems often took on 
far more importance than the family's handicapped child. 
The staff was working with a dynamic system in which the 
priorities were constantly changing. High priorities of 
grave concern had to be dealt with before the mother could 
focus on her handicapped child's need for a stimulating 
play period. Due to the truly complex nature of some of 
the famrlies and their needs, the project sought assistance 
from the Institute social work program. Social work stu- 
dents under the supervision of staff members were 
assigned to families on an on-going basis. The social work 
program staff also served as consultants to the project 
staff on ways of dealing more effectively with families. 

Families included not only parent(s) and child but also 
siblings and other extended family members , On a number 
of occasions, the EIP home visitor had concerns about a 
child's siblings and made referrals to appropriate commu- 
nity agencies. For example, a pregnant fifteen-year-old 
sibling was referred to a teenage mothers' program and an 
eight-year-old brother to a ''Big Brother" program. 

Some of the problems which the parents faced were so 
inhibiting to normal functioning that referrals were made 
to mental health clinics and private therapists for help in 
solving marital and personal difficulties. 



The ultimate goal of the home visitor was to get parents 
to the point of feeling competent enough to work with their 
child within the context otjheir family system for the ben^ 
efit of the entire family. This process involved teaching 
parents about normal child development and how to focus 
on their child at his current level of development. The par- 
ents were :hen helped to set appropriate expectations for 
their child's next logical goal and to determine ways in 
which they could help the child reach the goal. Parents 
eventually became more aggressive and active in looking 
for community resources and in becoming advocates for 
their child in medical, social, and educational systems. 

The project staff members often accompanied parents 
to hospital clinic visits, where the staff member could both 
give and get direct input from physicians as well as 
encourage parents to ask appropriate questions of the 
physicians in order to understand medical terms used 
to describe their child. In the educational system, parents 
^ere encouraged to take active parts in program discus- 
sion and decisions during the Education Planning and 
Placement Committee meetings held for their child. Par- 
ents were advised of the role of the advocacy project of 
the local Association for Retarded Citizens for assisting 
parents in securing appropriate services for their handi- 
capped child. 

Many parents became active members in local and 
national groups such as the Association for Retarded 
Citizens, where their roles as parents grew from being 
advocates for their individual child to being articulate 
spokesmen for all handicapped childrem 
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EVALUATION 

Sally J, Rogers 



The Early Interveniion Proyect attempted to evaluate its 
effectiveness in positively affecting the children's 
development and in parent training. The questions that 
were explored focused on: (a) descriptions and changes in 
the children's developmental patterns and rale: (b) the 
parents' attitudes and parenting behaviors, and (c) in- 
teractions between (a) and (b), In order to anssver these 
questions* the project collected data which would answer 
the following specific questions: 

For Children 

• What were the characteristics of the children referred to 
the project? 

• How stable were the children's test results? 

• What was the general trend in developmental rate over 
time? 

• What were the correlations among changes in cognitive, 
social, motor, and language areas? 

• Did developmental level predetermine performance on 
individualized objectives? 

• How did the Early Intervention Developmentid Profile 
compare with standardized tests? 

• What were the characteristics of children whose 
developmental rates increased? 

For Parents 

• What was the mothers' behavior when working with 
their children? 

• What was the relationship between a mother's behavior 
and her child's age? 

• What were the attitudes of the parents about having a 
handicapped child? 

• Did mothers and fathers differ significantly in their 
attitudes? 

• Was there a relationship between attitude and behavior? 

For Correlations Between Children s and Parents' Var- 
iables 

• What parent behaviors and attitudes correlated with in- 
creases in their child's development rate? 

• Was there a difference between the father's and 
mother's attitudes as correlated with their child's level 
of development? 



Methodology 

Many of the current, well-known intervention programs 
for the 0-3 age group include parent training, hoping to 
teach parents skills that will be carried over to the home 
environment, thus increasing the quantity and/or quality 
of stimulation that the child receives in all settings. Yet, 
data on such parental effects are absent from the litera- 
ture, While more and more programs are recognizing the 
need to work with parents in order to adequately intervene 
in children's development, it has not been recognized that 
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such an approach places the parents in a treatment pro- 
gram. 

The hypothesis that parent involvement is critical to op- 
timum child treatment needs to be evaluated, for although 
common sense dictates its rightness, the amount of time 
and money involved requires that the hypothesis be criti- 
cally examined. If parent training proves to be an integral 
part of optimum child treatment, then the effectiveness of 
various approaches to parent training needs to be detei- 
mined so that optimal models of parent training can be 
identified. Such effectiveness measures are not difficult to 
apply to parent training, for while changes in infant be- 
havior due to program effects are notoriously difficult to 
evaluate, changes in adult attitudes and behavior due to 
program effects are more suited to measurement and 
comparison. 

For these reasons, the evaluation of the Early Interven- 
tion Project's effectiveness focused on both parent train- 
ing and child development. Standardized data on all as- 
pects of child development were gathered at frequent 
intervals in order to allow the exploration of developmen- 
tal patterns over one to two-year periods. Data on parental 
attitudes and behaviors were also gathered at set intervals 
during enrollment to provide some measure of the effects 
of the Early Intervention Project's approach to parent 
training. 

The children's treatment consisted of stimulation activi- 
ties in the areas of cognitive, motor, language, social, and 
self-care, presented via a playful medium. The stimulation 
activities were carried out in several ways: (I) during a 
weekly two-hour session at the treatment center, the 
mother provided the stimulation, supervised by the staff; 
(2) during a weekly hour and a half home visit, the home 
visitor provided most of the stimulation; and (3) during the 
child's daily home routine, both parents provided stimula- 
tion activities. 

The parents' treatment consisted of (I) the acquisition 
of general information about the nature of handicapping 
conditions and their child's handicap in particular, via 
formal presentations at parent meetings, formal and in- 
formal meciing*^ with the staff, literature made available to 
them, and discussions with other parents; (2) acquisition 
of techniques for child treatment via instruction, demon- 
siralion, and modeling by staff members and other par- 
ents; films and discussions at parent meetings; and various 
books and pamphlets. Such training occurred at the 
weekly center-based sessions (attended primarily by 
mothers), weekly home visits, and monthly two-hour par- 
ent group meetings. 

Measures of Child Development Used 

A total of 69 children, 0-5 years old, with handicaps in 
cognitive, language, molar, or social development were 
referred to the project. Some 41 children received ireal- 
mcnt ranging from 3 months to 33 months in duration, 
while 25 other children (for reasons largely beyond the 
prtjject's control) received evaluation services only. Bc- 
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cause the evaluation plan was put into effect during the 
project's second year, the number of children for whom 
complete data was available is somewhat smaller, The ac- 
tual number of children involved in various comparisons is 
reported in each of the tables. 

The children were referred to the program from many 
sources (parents, pediatricians, public health nurses) and 
represented a wide range of handicapping conditions. All 
children who received treatment were from Washtenaw, 
Livingston, or Monroe counties and represented a mix- 
ture of ethnic and socio-economic groups. 

Several sets of data were used to monitor the children's 
progress. The first set, the oiyectlves, concerned the be= 
havioral objectives written for each child receiving treat- 
ment. These objectives, generally 12-18 in number, were 
written to cover a three-month period, and at the end of 
three months each objective was scored either pass (P) for 
successful fulfillment of the objective, pass/fail (PF) for 
near-completion or inconsistent success on the objective, 
and fEiil (F) for inability to perform the desired behavior. 
The total of P's, PF's, and F*s attained during their treat- 
ment was summed for each child. 

The second set of child data consisted of each child's 
performances on the Ear/v luterventUm Dwelopmentttl 
Profile (Rogers, D'Eugenio, Brown, Donovan. Lynch, 
1975). Each child receiving treatment during the last two. 
years of the project was evaluated on the Profile every 
three months, and a performance levef for each of the six 
Profile scales was computed according to the procedure 
described by Rogers and D'Eugenio( 1977) for each evalu- 
ation. This procedure provided useful data on the validity 
and reliability of the Profile as well as illustrating be- 
havioral attainments made by each child during a three- 
month period. 

The third set of child data—standardized data- 
consisted of the results of formal psychologicaK speech 
and language, and occupational/physical therapy as- 
sessments. Each child was assessed formally every six 
months, beginning with the diagnostic assessments pre- 
ceding the child's enrollment in the project, and ending 
with an exit assessment when the child left the project. 
The formal assessments provided the child's developmen- 
tal age on standardized infant and preschool instruments. 
Tests used included the Bayley Scales of Infant Devel- 
opment, the Stanford-Binet Intelligence Scale, the Leiter 
International Performance Scale, the Vineland Social 
Maturity Scale, and the Bzoch- League Receptive Ex- 
pressive Emergent Language Scale (REEL). 

In order to examine the children's performances on 
standardized tests, it was necessary to find a method of 
representing each child's performance which could be 
applied to all test scores, reflect chronological age dis- 
crepancies, and allow test performances across time to be 
compared. Although deviation I.Q, (or D.Q. in the case of 
the Bayley) scores would meet these criteria for 
psychological assessments, assessment tools in language 
and social areas did not provide deviation scores. Also, for 
those children functioning at less than a D.Q. of 50 on the 
Bayley, deviation scores did not exist. 

Therefore, becau.se of the need to compare test results, 
it was decided to use an index of developmental rate, cal- 
culated by dividing developmental level by chronological 
age, to represent performances on all standardized tests. 
The raw scores were converted to the normar develop- 



mental level most closely corresponding to the raw score, 
and that developmental level, divided by the child's 
chronological age in months, yielded the developmental 
rate for each test. Six categories of developmental rale 
were used: 

Profound delay: a developmental rate less than Vs the 
normal rate (normal rate: developmental age equal to 
chronological age). 

Severe delay: between Vs and the normal rate. 

Moderate delay: Vrf to V-> the normal rate. 

Mild delay: Vy to ^Ai the normal rate. 

Borderline delay: ^/a to ^/n the normal rate. 

Normal range: Vr, to greater than the normal rate. 

It is recognized that five of those categories have been 
defined as levels of retardation by the American Associa- 
tion of Mental Deficiency (AAMD) (Grossman, 1973). 
Though classification into the AAMD categories would be 
dependent on deviation LQ. scores and adaptive behavior 
measures, it was decided to use those categories to 
classify the index of developmental rate. For the purposes 
of evaluating the project, these categories closely reflect 
the degree of developmental delay demonstrated by the 
children according to AAMD standards. 



Measures of Pare ni Behavior ami AtiltuiJe Used 

The parents of the 41 children receiving treatment 
formed the population from which parent data were 
gathered. Because parental data were gathered in the sec- 
ond and third years of the project, the actual sample is 
smaller. Behavior samples were gathered on 24 mothers, 
and attitude forms wert completed by 23 sets of parents. 

Two instruments were used to examine parental be- 
haviors and attitudes. The Behavior Recording Form, 
adapted from Leary, Kaufman and Balsam (1969) for use 
on this project, was a behavioral time sample form which 
allowed one to note the presence or absence of 10 parental 
behaviors occurring during interactions with the child. 
Twenty- four mothers vvj?r«^ observed and scored during 
treatment sessions, firsi during a session shortly after their 
child's entrance into the project, and again six months 
later. Scoring occurred during twenty lOsecond time 
samples. When a parent and child were together in some 
activity, scoring was begun, and ten samples were taken 
without pause. A 15-30 minute period was allowed to 
elapse and the procedure was repeated. There were ten 
possible behaviors which could be scored at the end of 
each ten-second observation: five positive behaviors 
(physical contact, verbal contact, facial contact, proper 
handling, and redirecting attention) and five negative 
behaviors (negative physical contact, verbal contact, 
facial contact, handling techniques, and absence of any 
interaction). All behaviors occurring at the end of the 
ten-second sample were scored. 

The Parent Survey Form was developed by Hoffman 
and Salant (1974) as a self-report scale to measuie 
mothers' attitudes about having a handicapped child and 
was revised by this author to include both parents. The pa- 
rents of all children in the treatment program completed a 
Parent Survey Form every six months, beginning at the 
time of the child's enrollment in the program and ending at 
his exit. 
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Data Collection Procedures 

All data on parents and children were collected by 
members of the treatment staff: a speech and language 
pathologist, an occupational therapist, a physical 
therapist, a psychologist, and a special educator. The be- 
havioral objectives were scored by the rater who carried 
out the home treatments for each child, the home visitor* 
The Profile was administered and scored by the home vis- 
itor either during home treatment or center sessions. Each 
of the raters was trained to administer and score all scales 
of the Profile by the entire team until percent agreement 
among team members reached M or better, after which 
each rater administered and scored the Profile indepen- 
dently. The standardized evaluations for each child were 
carried out by members of the appropriate discipline; the 
motor evaluation was carried out by the occupational 
therapist or physical therapist, the language evaluation by 
the speech and language pathologist, and the intellectual 
and social evaluations by the psychologist. These evalua- 
tionr^vere conducted individually in small evaluation 
rooms at the center, with the parent either observing or 
present in the room. 

The Behavior Recording Form was initially adminis- 
tered by two raters, the psychoiogist and the special 
educator. Once inter-rater reliability reached 95 percent 
agreement, one rater, the psychologist, gathered all Be- 
havior Recording Form data. The Parent Survey Form 
was filled out by the parents in their home. When the 
gathering of parent data was initially planned, each family 
received a letter explaining that the Behavior Recording 
Form was an observation of the kind of interactions pa- 
rents and children use, and that the Parent Survey Form 
was a description of the feelings and thoughts. 

Before the findings themselves are discussed, some 
comments about the evaluation process seem in order. 
Data gathering in the early months of treatment was 



relaxed, and the evaluation process itself was not fully 
formulated until the second year of the project. These 
circumstances could not be helped and diUa for children 
and their parents entering the project after December 
1974 were not affected. 

Although the children were to be evaluated every six 
months, this schedule was somewhat difficult to adhere to 
strictly because of frequent illnesses, holidays, and limita- 
tions of the evaluator's time. Determining the average 
index change rates for the children would have been 
simplified if the time intervals were evenly spaced. 

A third area of difficulty in data collection involved the 
parent data. Since the attitude forms were filled out by the 
parents at home, the collection of this data was hampered 
by parental forgetfulness, resistance, and inadvertent loss 
of forms. Since the forms were to be mailed in rather than 
collected, it was difficult to keep tight controls on the 
progress of data collection. Behavior observation data 
was likewise not as tightly controlled as it might have 
been. The sometimes rapid turnover of parents and the 
constant flow of new parents made pre-treatment.and 
post-treatment observations difficult. 



Findings Regarding the Children 

What were the charactenstlcs of the children referred to 
the project? 

As can be seen in Table I, approximately 50% of the 
children evaluated and treated, and 77% of the children 
who were only evaluated, had cognitive delays in the 
profound to mild range .As can be seen inTables I and 2, the 
evaluated and treated group demonstrated slightly higher 
cognitive indexes than the evaluated only group. The dif- 
ference in means for the two groups was the result of 
chance rather than any selection process. 



Children 
evaluated 
& treated 



Children 

evaluated 

only 



^ge at Referral 
in Months 



0-12 
13^24 
25^36 
37-48 
49^64 



Total 



0^12 
13-24 
2506 
37^8 
49-64 

Total 



TABLE I 

Children Referredto Projectby age 
AT Referral and Degree of Cognitive Delay 



Profound 



0 

i 

0 
I 

0 



Severe 



I 

0 

2 
0 



Level of Cognitive Delay 
Moderate Mild 



2 

4 

2 
2 
0 



0 
I 

() 



Borderiinc 



0 
I 

0 
0 

0 



Normal 



3 

2 
* 

2 
4 
I 



12 



I 

3 
<) 
0 
{) 



Total 



7 
14 

7 
8 

3 



39 



3 
7 
7 
I 

4 




20 

24 



TABLE 2 

Initial Cognitive Indexes of Children 
Referred TO Project 



Group 


N 


Ranp^ of 
liiuexes 


Mean 


Standard 
DcviaMon 


Evaluated 
& treated 


39 


.17^1,06 


.64 


.25 


Evaluated 
only 


22 


.06- LOO 


.49 


.29 



In addition to cognitive delays, most children referred 
to the project exhibited profound to mild delays in other 
areas as well. In general, the degree of cognitive delay was 
closely related to the degree of delay in other areas. 
Table 3 illustrates the relationship between the level of 
cognitive delay and the level of delay in language, motor, 
and social functioning. Percentages were calculated for 
the number of children for whom data was available in 
each area. 

Of children with profound to mild cognitive delays, all 
had language delays in the profound to mild range, all 
but one had social delays , and all but two had motor delays 
in the profound to mil d range. Of the 24 children with bor^ 
derline or normal cognitive rate of development, 42% had 
language delays in the severe to mild range, 42% (some of 
these were emotionally disturbed children) had social 
delays in the moderate or mild range, and 17% had mild 
motor delays. 

Cluster analysis of the total population revealed two dis- 
tinct groups of children: a smaller group with mild hand- 
icaps and a larger group with severe handicaps. The sec-- 
ond group also seemed to contain a larger proportion of 
younger-at-entry children, perhaps because the severity 
and multiplicity of their handicaps made them identifiable 
as handicapped earlier than the more mildly handicapped 
cluster. 



The relationships between social, motor, and language 
levels of delay and cognitive delay illustrated in Table 3 
are fairly strong. Rank order correlations (Kendairs tau-B 
anti Goodman-Kniskal gamma) were performed for each 
of the three comparisons shown in Table 3. Kendall's tau 
ranged from .6492 on the cognitive and motor index level 
comparisons to .7234 on the social and cognitive level 
comparisons. For the total group of children seen by the 
project, the mean level of delay on standardized tests in all 
four areas, cognition, language, social, and motor, fell in 
the moderate level. In Table 4 appear descriptions of the 
group's initial test results converged to indexes of de^ 
velopmental rate. 

As was demonstrated in Table 3 , fairly strong relation- 
ships existed between the levels of delay in language, so^ 
ciaL and motor areas as compared to the level of delay in 
the cognitive area. The relationships among the indexes of 
developmental rate and levels of delay in the children's 
performances on standardized tests of cognitive, social, 
motor, and language function were further explored! 
Table 5 demonstrates the Pearson product moment (rho) 
correlations among the language, social, cognitive, and 
motor indexes for the total group of children seen by the 
project. The correlations are both strong and highly sig^ 
nificant, ranging from a low of rho ^ .7242 (p< .0001) for 
the relationship between language and social indexes to a 
high of rho ^ .8529 (p< .0001) between social and cogni^ 
tive indexes. 

The high correlation of standardized cognitive, social, 
motor, and language assessments for this population may 
indicate that a strong single factor influences development 
of many different skills. This factor is perhaps matura- 
tional, probably organismic. It,may mean that there are 
not in fact different areas of development in infancy, that 
language, motor, social, and cognitive skills are various 
signs along a single developmental path, which can be 
used to determine the distance a child has progressed. 



! 



s 

II 



Profound 
Severe 
Moderate 
Mild 

Borderline 
Normal 



Profound 
Severe 
Moderate 
Mild 

Borderline 
Normai 



Profound 
Severe 
Moderate 
Mild 

Borderline 
Normal 



TABLE 3 

Language. Motor, and Social Levels 
Compared TO Cognitive Levels 



Profound 



4(7.8%) 
1 (2.0%) 

0 

0 

0 

0 



4 (6.7%) 
2(3.3%) 

0 

0 

0 

0 

5(10.2%) 
0 
0 
0 
0 
0 



Severe 



3(5.9%) 
1 (2.0%) 
1 (2.0%) 

0 

0 

0 



1(1.7%) 
2(3.3%) 
2(3.3%) 

0 

0 

0 



I (2.0%) 
(2.0%) 
(lAT/v) 

0 

0 

0 



Cognitive Levels 



Moderate 



2(3.9%) 
5 (9.8%) 
8(15.7%) 

0 

0 

0 



4 (6.7%) 
7(11.7%) 
3 (5.0%) 

0 

0 

I (1.7%) 



3(6.1%) 
I (2,0%;) 
8(16.3%) 

0 

{) 

I {2m>) 



Mild 



1 (2.0%) 
0 

6(1 1.8%) 
1 (2.0%) 
0 
0 



2(3.3%) 
2(3.3%) 
3(5.0%) 
3(5.0%) 

0 

0 



1(2.0%) 
1(2.0%) 
3(6.1%) 
3(6.1%) 

l(2.0%r) 

0 



Borderline 



0 
0 

L/2.0%) 
4 (7.8%) 
0 

1 (2.0%) 



0 
0 

0 

5(8.3%) 
3(5.0%) 
I (L7%) 



0 
0 
0 

I (2.0%) 
3(6.1%) 
3(6.1%) 



Normal 



0 

I (2.0%) 
2(3.9%) 
2(3.9%) 
I (2.0%) 
6(11 .8%) 



0 
0 

3 (5,0%) 
2(3.3%) 
2(3.3%) 
8(13.3%) 



0 
0 
0 

3(6.1%) 
I (2. TO) 
8(16.3%) 



21 



25 



TABLE 4 

Initial Developmental Rate on 
Standardized Assessments 













Standard 


Area 




N 


Range 


Mean 


Deviation 


Language 




57 


.02-1.1 1 


.42 


.26 


Social 




51 


.04^1,28 


.53 


.30 


Cognitive 




62 


.06^L06 


J8 


,27 


Motor 




65 


,03- LOO 


,47 


.29 








TABLES 






Correlations Between Standardized Assessments 


Area 


N 


Social 


n 


Motor N 


Cognitive 


Langsmge 


45 


.7242*** 55 , 


7509*** 51 


,7938*** 


Cognitive 


49 


.8529*^* 60 , 


7601*** 




Motor 


49 


,8034*** 






***p<,0OOl 













How stable, rellahle, and predictahle were the chUdren*s 
test results? 

Changes in developmanlal rale might result from either 
unstable test results or improved performance. In normal 
0 to 2-year olds, for example, there is little relationship 
among developmental rates measured at various ages, and 
on that basis one might hypothesize that the same finding 
would hold true for the children referred to the project. If 
true, comparisons of periodic test scores in 0-2 year olds 
would be meaningless. If, in contrast, children with sub- 
normal developmental rates for some reason produced 
stable, reliable test results, than an increase in their de- 
velopmental rates would indicate a degree of success for 
the project. Though there is some indication (Knobloch 
and Pasamanick, 1974) that standardized tests produce 
stable results for handicapped infants, such results are still 
considered preliminary (Brooks and Weinraub, 1976). 

In order to explore this area, the indexes computed for 
psychological test results were compared over time across 
periodic administrations of the tests, Because there is a 
great difference in the stability of IQ scores for normal 0 to 
2-year-old children as compared to IQ scores for normal 2 
to 5-year-old children across testings, the group of chil- 
dren was divided into two groups, those children 0-23 
months of age at initial psychological assessment, and 
those 24-60 months at initial psychological assessment. 
The retests occurred at slightly different intervals for all 
children.' In order to control for different retest intervals, 
the children were also grouped according to time Intervals 



between tests. Four interval groupings were used: 3 to 
6-month retests, 7 to 9-month retests, 1 1 to 15-month re- 
tests, and 16 to 21-monih reiesis. Although the groups 
were small (n ranged from 4-12), the lest-retast correla- 
tions were surprisingly strong and highly sigpi^icant, rang- 
ing from a low of rho^ J573 (p< .05) to a high of rho = 
.9953 (p< .01), as can be seen in Table 6, These longitudi- 
nal data resulting from six-month reassessments were of 
great value and interest. 

These results document the stability of standardized 
test results across relatively lengthy periods of lime. 
While it has been thoroughly documented over the past 30 
years that infant tests administered in the first two years 
show very little correlation with tests given in 6-12 month 
intervals, there have been indications that abnormal in- 
fants show higher predictability of test scores over time 
(Brooks and Weinraub, 1976). In the present study, the 
correlations of test-retest data from psychological tests 
over a 6-18 month period were in the .80's and .90's for 
both the 0-2 year old age group and the 2-5 year old age 
group, demonstrating very high predictability over time. 

In addition to the high test-retest reliability, scores on 
tests of differing developmental areas— psychological, 
language, social, and motor—were strongly related. 
Bay ley reports mean correlations of .23 to .75 between 
standard scores on mental and motor scales on the Bayley 
Scales of Infant Development (Bayley, 1969) for normal 
2-30 month old infants. For the children referred to the 
project, the correlation between Bayley mental and motor 
indexes (developmental level over chronological age) fell 
at .76. Similar relationships existed for the Vineland social 
indexes and REEL language indexes — all four measures 
were highly and significantly correlated. What may be 
emerging in these results is a unitary factor involving de- 
velopmental patterns in the early years of life, reflected to 
some degree on all four developmental tests. This may in- 
dicate that one general developmental test, i.e., the 
Bayley, provides a valid measure of a child's development 
ifd patterns across all areas, thus decreasing the need for 
so many measures with this kind of population. 

A similar finding was seen in the data gathered on the 
Early Interventkm Developmental Profile. The high and 
significant correlations between the Profile scales indexes 
and standardized tests indexes (Rogers and D*Eugenio, 



'Two children in the treatment yroup were ellmimUQd from uulcula- 
tiunK involving change in developmentai rates over time. Thc?iC children, 
one six months old and one three years old, both sufTered profound brain 
damage during the treatment period, and their scores thus could not illus- 
trate typical developmental paUcrns of handicapped young children. 



Age at 
First Te^t 
Administration 



0-23 months 
24-60 months 
Total group 



*p<.05 
**p<.OI 
*'*p<*001 



3-6 monlh 



.9161^ 
.9953** 



TABLE 6 

Test^Retiist Comparisons 



Intervals between Test and Retest 



7-9 month 



.9381** 
.9701** 
.9520*** 



26 

22 



6 
6 
12 



1 M5 month 



.9601** 
,9746** 
.95 ir'** 



16-21 month 



.9311 
too few 
.8573* 
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TABLE? 

Chanoe in Developmental Rate for 
LANciuAGE. Cognitive, Social, and Motor Areas 



Area 


Positive Change 
(> + ,04) 


(^-.04) 


No Change 


Total 


Laneuafie 


11 (45.8%) 


4(16,7%) 


9(37J%) 


24 


Cognitive 


6 (25%) 


8(33.4%) 


10(41.6%) 


24 


Social 


4(18.2%) 


6(27,3%) 


12(54,5%) 


22 


Motor 


6(30%) 


9 (45%) 


5 (25%) 


20 



1977) for this population indicate that for the project^s 
purposes* dala from the Profile would have been sufficient 
for monitoring children's developmental levels and pat- 
terns. Additional testing via standardized tests added no 
new information. This finding strengthens the validity of 
the Profile as an infant assessment tool. 

What was the general trend in developmental rate over 
time? 

Two methods were used to determine change in de- 
velopmental rate over time. First, changes over time were 
summed and averaged over the number of assessments for 
each child for each of the four areas separately. Thus, for 
each child there was an ''average rate change" for cogni- 
tive, language, motor and social areas. An average rate 
change of less than ±.04 was considered no change, 
greater than or equal to + .04 a positive change, and less 
than or equal to - .04 a negative change. Table 7 presents 
the results. 

The second method of determining the general pattern 
of change in developmental rate over time was simply to 
group together children who made positive changes in at 
least two of the four areas as positive, those who made 
negative changes in at least two of the four areas as nega- 
tive* etc. Those who made both positive and negative 
changes were grouped together under ^'fluctuating 
change/' (Two children in the group received three scores 
less than or equal to - .04 and one greater than or equal to 
Because of the predominantly negative scores, they 
were also included in the negative group.) Table 8 presents 
the results. 

TABLES 

General Pattern of Change 
in Developmental Rate 



Positive 


Negative 


No 


Fiuctuating 


Change 


Change C 


hange 


Change Total 


Number and 








percentage 








of children 4(20%) 


5(25%) 41 


[20%) 


7(35%) 20^ 


* For five children, avera 


ige rate Chan 


ge SCO 


res were available 


in only three of the four 


areas due to 


missing data. 



These results show that (with the exception of two chil- 
dren, eliminated because they suffered profound brain 
damage during the treatment period) developmental rate 
did not increase or decrease but was quite stable over time 
for children treated by the project. As Lewis (1976) 
pointed out, this finding (a typical finding for various in- 
tervention programs for the type of population treated by 



this project) is often mistakenly used to judge an interven- 
tion technique as unsuccessful. Lewis argued for a 
subject-treatment interaction approach, in which treat- 
ments would be examined for effects on certain groups of 
children. In view of the developmental rate change group- 
ings described in tables 7 and 8, one sees that 6 children 
averaged an increase in developmental rate of .04 or more 
for a six-month period (or .08 in a year) on cognitive tests; 
1 1 children had a similar increase on language tests , 4 chil- 
dren on social tests, and 6 children on motor tests. Four 
children demonstrated an increase as great or greater than 
.04 on two or more tests. Thus, at least some children 
made significant developmental gains while enrolled in the 
program. 

Because the above procedure did not completely con- 
trol for differing intervals between testings, a second ver- 
ifying procedure was used. The computation of the aver- 
age of developmental rate change was also carried out on 
the developmental rate indexes obtained at each assess- 
ment. First, the rate index, developmental age/ 
chronological age, obtained at each assessment was com- 
puted for each area for each child. The difference between 
rate indexes from one assessment to the next was found, 
summed over aU administrations, and divided by the 
months elapsed. This gave the average rate of change per 
month for each child in each area. This number was then 
multiplied by six to represent the expected change in a 
six-month period (length of time between assessments) 
and the resulting number was the average developmental 
rate change. Table 9 provides a description of the average 
developmental rate change. As can be seen, there was lit- 
tle overall change in the group, with only the area of lan- 
guage demonstrating an average positive change of .04 or 
better. 

TABLE 9 

Average Developmental Rate Change 
FOR A Six-Month Period 



Area 


N 


Min. 


Max. 


Mean 


Std. Dev. 


Language 


73 


-,165 


.288 


.044 


.087 


Social 


64 


^,154 


.520 


.020 


,115 


Cognitive 


74 


-.098 


.240 


.005 


.069 


Motor 


65 


-.240 


JOO 


.013 


.100 



What were the correlations among changes in cognitive, 
sociai motor, and language areas? 

In general, more children increased thelrdevelopmental 
rates in language skills than in any other. There was a 
strong relationship between cognitive and social in- 
creases, a moderate relationship between motor and Ian- 
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guage increases, and slight relationships between cogni= 
tive and language increases, and between cognitive and 
motor increases. These relationships, though not as strong 
as the interrelationships among the test indexes in these 
four areas, again point to a single factor affecting de- 
velopmental patterns across the four areas, as discussed 
above. 

Since the correlations among scores on cognitive, lan- 
guage* social* and motor indexes were so high, it was ex- 
pected that the average developmental rate changes would 
also be correlated. However, this was not the case. As 
seen in Table 10, only the correlations b.^tween the cogni- 
tive and social index rate change scores were strong and 
significant, with those between language and motor scores 
showing a moderate, non-signiflcant relationship, and 
those between cognitive and language scores and cogni- 
tive and motor scores demonstrating a slight, non- 
significant relationship. 



TABLE 10 



Correlation Among Changes in Developmental Rate 
(Correlation Coefficient rho) 





N Language 


N Social 


N Motor 


Cognitive 


15 .4044 


15 ,7652* 


' 14 ,4140 


Language 




15 .2890 


14 .5027 


Social 






14 .2585 


•p=.0Ol 









Did developmental level predetermine performance on 
individualized objectives ? 

The flnal area of child data studies was the children's 
performance on objectives. Although it had been assumed 
that less retarded children would pass more objectives due 
to their faster rate of development, the findings did not 
support this hypothesis. 

The percentage of P's. PF*s, and F's for each child was 
computed and compared to the child*s cognitive index on 
initial standardized testing. The correlation between the 
sum of percent P's and percent PF*s with cognitive indexes 
was rho - .1830, (p > .05) indicating that there was no 
clear relationship between the two. 

Thus success on objectives was unrelated to the child's 
developmental rate or developn^ !eveL Performance 
on objectives was relatively iuu. ^ndent of the child's 
cognitive level; that is, the mure reiarded children passed 
the same proportion of objectives as the less retarded 
children. No relationships wer:^ discovered between per- 
ceritage of objectives passed an a cognitive index or chron- 
ological age. This is quite an encouraging finding, for it 
indicates that even a profoundly retarded, multiply hand- 
icapped child can make visible, leasurable progress in 
many areas in as short a time spi as three months, pro- 
viding much positive feedback f : the parents and staff 
working with the child. Probably much of the credit for a 
child's success on objectives is due to staff members and 
parents who are knowledgeable enough about an individ- 
ual child's developmental rate that they can choose indi- 
vidualized objectives which have a high probability of 
being passed, 
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How did the EIP Devvlopmental Profile compare with 
standardized tests? 

All children treated by the project after December 1974 
were assessed on the Early Intervention Developmental 
Profile as well as on standardized developmental tests. It 
was necessary to convert the raw Profile scores into in- 
dexes of developmental rate by dividing the developmen- 
tal level achieved on each scale by the child's chronologi- 
cal age at the time of testing. The resulting ratio for each of 
the six scales was used as an index of developmental rate 
for the area measured by that scale. The children's mean 
indexes on the Profile, as seen in Table 1 1 , closely resem- 
bled the population's mean indexes on standardized tests, 
as shown in Table 4, 



TABLE II 

Profile Scores as Indexes of Developmental Rate 



Profile Scale 


N 


Mean Index 


Range 


Std, Dev. 


Language 


17 


.46 


J7=L00 


,23 


Social 


17 


,51 


.09=^L07 


.32 


Self cure 


17 


J7 


.22^LOO 


.23 


Cognition 


16 


.53 


.09^L14 


,30 


Fine motor 


16 


.42 


,85 


,26 


Gross motor 


17 


J3 


.04= ,67 


M9 



This stability of children "s performances on the Profile 
over time was also examined by correlating the develop- 
mental age attained by each child on each Profile scale 
across administrations. The correlations, as reported by 
Rogers and D'Eugenio(1977)and shown in Table 12, were 
extremely high and attest to the stability of this group of 
children's scores over time. 

TABLE 12 

Test-Retest Correlation Coefficients for Profile 



Three Month Interval Six Month Interval 



Profile Scale 


N 


gamma 


rho 


N 


gamma 


rho 


Language 


15 




93** 


12 


,77*** 


.93** 


Social 


15 


.96*** 


,98** 


12 


,93**^ 


.97** 


Self care 


13 


.92*** 


.98** 


12 


.87** 


,95** 


Cognitive 


14 


.95*** 


.97** 


11 


.77*** 


.90** 


Fine motor 


15 


.96*** 


.98** 


12 


.91*** 


,97** 


Gross motor 


15 




,97** 


12 


.84*** 


.96** 



gamma = Goodman Krti^kal rank order correlations 
rho = Pearson product moment correlations 
**p<.01 

***p<.OOI 



What were the characteristics of children whose develop- 
mental rates increased? 

It would be helpful if one could generalize about the 
characteristics of the children who made gains, so that one 
might begin to specify certain groups of children. How- 
ever, the children were not similar in cognitive indexes, 
ageSj or other child variables examined. Thus, a general 
description of the group which improved was not possible. 

However, there were some similarities among their par- 
ents. These are described below in the section on correla- 
tions between parent and child variables. 



TABLE 13 
MOTHERS' BEHAVIOR SCORES 



First AdminiHtration (n^24) Second Administration (N^ 17) 



Behavior Scores 


M in. 


Max. 


IVlCtlli 




Mm, 


Max. 


Mean 


Old. Uev. 


+ Physical contact 


t\ 
0. 


19,0 


8J75 


6,12 


0. 


14.0 


5.235 


4,55 


+ Verbal contact 




15.0 


5.125 


3.68 


1.0 


13,0 


7,588 


3,61 




n 


in n 






0, 


19.0 


12.471 


5.01 


+ Handling 


0, 


16.0 


4.458 


4.12 


0. 


11,0 


4.647 


3.84 


+ Redirecting attention 


0. 


3.0 


,500 


,83 


0. 


1.0 


.118 


.33 


Physical contact 


0. 


0. 


0, 




0. 


0. 


0, 


^Verbal contact 


0. 


1,0 


,042 


,20 


0. 


2.0 


.176 


.53 


-Facial contact 


0, 


1.0 


.083 


.28 


0. 


0. 


0. 




^Handling 


0, 


3.0 


,208 


,66 


0. 


0. 


0. 




-Absence of interaction 


0. 


17.0 


5.958 


4.99 


0. 


19,0 


4.647 


4.84 



Findings Regarding the Parents 

What was the mothers* behavior' when working with their 
children? 

The data gathered on the Behavior Recording Form in- 
cluding the ranges, means, and standard deviations of the 
two sets of scores are shown in Table 13. In general the 
mothers achieved highly positive scores with very few 
negative scores in any category except Ab (absence of in- 
teractions). There was little change in the group average 
on the second set of observations, though what changes 
occuired were in a positive direction. 

On the Behavioral Record Form observations* the 
mothers were in general quite positive ^ using absence of 
behavior— or withdrawal—rather than overtly negative 
behavior— scowling, scolding* or physical punishment. 

The changes in scores were examined to find whether 
the scores all tended to fluctuate in the same way or 
whether there were any patterns of change over time. The 
resulting percentages of behavior change in the expected 
direction ranged from a low of 20% to a high of 75% with a 
mean of 52,06 and standard deviation of 16.96 (n ^ 17), a 
pattern slightly in the positive direction. 

From these percentages, three groupings were de- 
veloped: mothers who demonstrated the expected change 
(percents were greater than 60% or +^4 S.D.), mothers 
who demonstrated negative changes (whose percents 
were less than 45%, =V4 S.D.), and mothers who de- 
monstrated little Of no change (whose percents fell bet- 
ween 45% and 60%). These three behavior groups were 
compared to various aspects of the data on the children to 
explore possible relationships and the findings are discus- 
sed below. 

A second measure of the mothers* performance on the 
Behavioral Recording Form was also developed for com- 
parisons with the data on the children. It was hypoth- 
esized that the total nuniber of positive scores would 
be negatively related to high Ab scores. This assump- 
tion proved correct, with rho ^ =.7484 (p « .0001) on 
the first test administration, rho ^ =.8486 (p s.OOOl) on 
the second test administration. The mothers were not neg- 
ative; they were either positive in their interactions or 
they did not interact. 

The mothers' mean number of positive scores was fairly 
stable as a group over time. However, this may be so be- 
cause those who were less positive initially became more 
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so, while the more positive mothers tended to become less 
so over time. Correlations between the total number of ini- 
tial positive scores and behavior groups were moderately 
and significantly negatively correlated (Kendairs tau ~ 
- .6552, p = ,003). Thus, the preliminary findings (Rogers, 
1976) received further support, i.e. that the initially most 
positive mothers tended to be less positive over time, to be 
perhaps less anxious and intense with their child, while the 
initially least positive mothers became more positive over 
time. Perhaps an averaging factor is at work here, in that 
the groups at each extreme (most positive and least posi- 
^ tive) became less extreme— moved more to the middle, as 
time progressed. 

What was the relationship between a mother*s behavior 
and her child's age? 

There was a moderate, significant correlation between 
children's ages and behavior groups (tau ^ .4690, p < .04). 
Over time, there was a moderate positive relationship be* 
tween a mother's behavior change and her child*s age, 
which probably reflected the mother's increasing comfort 
and positive feelings for the handicapped child during the 
length of enrollment in the project, due perhaps to support 
from staff and other mothers as well as the opportunity to 
work out negative feelings and participate in her child's 
growth. 

There was also a moderate, highly significant negative 
relationship (tau ^ -.5063, p^.OOOI) between the 
mother's initial positive score and the child's age at en- 
rollment in that the younger the child, the more positive 
the mother's initial scores. A parallel finding was the 
moderate, highly significant relationship between absence 
of behavior and the child*s age. That is, with older chil- 
dren, the mothers more frequently withheld all interac- 
tions for periods of time^ — perhaps to ignore maladaptive 
behaviors, perhaps to reduce the intensity of their mother- 
ing. Increased interest in other children and mothers might 
have also removed their attention from their own children. 

What were the attitudes of the parents about having a 
handicapped child? 

A modified version of the Parent Attitude Survey was 
administered at six-month intervals. As can be seen in 
Table 14, the means of the total scores showed little 
change over time. What change did occur was probably 
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due to incomplete forms on the first two administrations 
(seen in the low minimum scores). 



TABLE 14 

Parent Attitude Survey Scores 
atSix^Month Intervals 





N 


Rai 


ige 


Mean 




AdminiHlFLition 1 


42 


38^ 


157 


132J9 


20.03 


Adminislraiion 2 


31 


32- 


158 


133,66 


21.68 


Administration 3 


IS 


110^ 


162 


142.61 


13.08 


Administration 4 


9 


102-^ 


158 


14L89 


17,21 



The percentages were then Used to sort the parents into 
three groups: the group (n ^ 9; showing the greatest in- 
crease 50%, +14 S,D.), the group (n ^5) showing the 
least increase (-5 46%, -14 S.D.), and the group (n ^ 17) 
showing little difference in scores with a percentage in= 
crease between 46.82% and 50.00%. 

In addition to these groupings which indicated rate of 
change across administrations, the initial total score was 
also used to explore the possible relationships between 
initial general attitudes and other parent and child vari- 
ables. In order to see if the total score at first administra- 
tion was related to patterns of attitude change over time, 
the initial total score was correlated with the attitude 
groupings. However, the rank order correlation was 
quite low (tau = -.1841) and nonsignificant. 

In March, 1976, an item-by-item analysis was con- 
ducted of the changes in scores on each of the Parent At- 
titude Survey*s first 25 questions (Lynch, 1976), Pre- 
treatment and post-treatment scales were completed by 20 
parents, and a one-way analysis of variance was per- 
formed on the scores for the first 25 questions. Two of the 
25 questions, #14 and #11, demonstrated significant 
change (p « .05) in the parents' scores before and after 
treatment. One question reflected an increase in the par- 
ents' evaluation of the importance of parental stimulation 
of a handicapped child. The second reflected a decrease in 
the mother's willingness to accept the responsibility for 
her child's difficult behaviors. However, the change in an- 
swers to these two questions was unrelated to either the 
children's cognitive indexes..or the length of treatment. 

Did mothers and fathers differ significantly in their 
attitudes? 

It was felt that there might be differences between 
fathers' and mothers' attitude scores or changes in those 
scores, since the mothers received far more treatment ex- 
periences and had much closer relationships with staff and 
with other mothers than the fathers did. It was found that 
at the time of enrollment in the project fathers and mothers 
had very similar total attitude scores, with moderate cor- 
relations and very high significance (tau ^ ,6401, p « 
.002). However, there the parallelism ended. The change 
in attitude scores between mother's and father's scores 
was unrelated (tau « *0861, p > .05), 

Was there a relationship hetween attitude and behavior? 

In general, the findings on the attitude questionnaire did 
not parallel those on the behavior observations. Change 
on the mothers' attitude questionnaires was not related to 



their change in positive behaviors (tau ~- - .1325, p > .05). 
It seems as if these two facets of parental adjustment to 
having a handicapped child are relatively independent. 
Furthermore, there was no relationship between the par- 
ents' initial scores on the altitude questionnaire and the 
change in those scores over time (lau ^ 1841, p « .05), 
These results confirmed one of the more interesting pre- 
liminary findings, the lack of relationships between 
changes on the attitude scale and on the behavior observa- 
tions. As has been found before in studying results of at- 
titude questionnaires, what people report they feel is not 
necessarily related to how they act, and that seems to be 
the finding here, 

Findingi Regarding Correlations 
Between Parent and Child Variables 

What parent hehaviors and attitades correlated with in- 
creases in their child's developmental rate? 

Several important relationships between parent at- 
titudes and behaviors and children's levels of progress 
emerged. An unexpected negative relationship occurred 
in several different comparisons concerning the children's 
improvement in rate of language development. There was 
a slight, negative, non-significant correlation (tau — 
-.4360, p > .05) between the child's change in language 
index and the mother's positive change in behaviors. 
There was also a moderate, negative relationship ap- 
proaching significance (tau— —.4771, p ^ ,08) between 
positive change in the mother's attitudes and increase in 
the child's index of developmental rate for language. 
There was little relationship between the father's positive 
change in attitudes and his child*s increase in index of de- 
velopmental rate for language (tau ^ , 1849, p > ,05). 

This is a complex interactional finding, for which two in- 
terpretations come to mind. It may reflect a child's de- 
creasing skills with which the parents are learning to come 
to terms, both attitudinally as they learn to cope more 
positively with the realistic handicaps the child demon- 
strates, and behaviorally, seen in the mother's increased 
positive interactions, in an effort to provide more stimula- 
tion. In this way of thinking, the mother's increased posi- 
tive behaviors may reflect her more positive attitudes, al- 
though the findings indicate that the two are not related for 
the population of this project. 

The second interpretation assumes the child Is in fact 
gaining language skills, as the children's data indicate. In 
normal children, the child's development of language 
moves him out of the infant category, and his new de- 
mands for care and independence create new conflicts and 
difficulties for the parents. It may be that as these hand= 
icapped children develop language, the parents can no 
longer consider them infants and ignore the effects of the 
handicap in future years. They are now faced with re- 
evaluating the child and the effects of his handicaps on the 
parent's life, which may create conflicts and anxieties 
which, at least temporarily, have a negative effect on the 
parent's attitudes and behaviors regarding the child. 

However, an added dimension was uncovered when 
success in performing on individualized objectives was 
compared to various parental variables. The positiveness 
or negati veness of parental attitudes had no observable ef- 
fect on a child's successes. Hence, how the parcntsyV// 
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about having a handicapped child did not seem related to 
hovv well the child succeeded on his objectives. However, 
how mothers (fathers were not included in the behavioral 
observations) acted towards their children had a strong 
and significant relationship (tau = ,4030, p< .002) with the 
child's success on objectives. The mothers with the high- 
est initial positive scores— ihoHe who, at the time of en- 
trance to the program had many positive verbaK facial, and 
physical interactions with their children — had children 
who passed the most objectives, regardless of their age or 
fimctioning leveh These same mother's initial behaviors 
were the best available predictors of child success on 
objectives^ — ^an extremely important finding in view of the 
fact that using parents as treatment-givers is the exception 
rather than the rule in child treatment. 

Other similarities occurred among parents of children 
who showed developmental increases. For example, in- 
creases in the motor average index change scores were 
moderately and significantly related (rho ^ ,5594, p ^ ,03) 
to parent's initial total attitude scores, but negatively 
(though nonsignificantly) related (rho ^ ,093 1, p > ,05) to 
the mother's behavior changes over lime when compared 
via Pearson product moment correlations. These findings, 
unaccompanied by other similar relationships which 
might help make the meaning clearer, are not interprelable 
at this time. 

No other p'dVQni hehavior variables were found to corre- 
late with any other changes in children's scores. For 
example, in the cognitive area, no relationship was found 
between parent behavior change groups and children's 
cognitive indexes (tau - - .0922^p> .05)or between posi- 
tive parent behavior and change in their child's rate of 
cognitive development (tau ^ =.0657, p >.05). Nor was 
there a relationship between initial positive parent be- 
haviors and their child's cognitive index (tau - - J4()9, 
p > ,05) or cognitive change groupings (tau ^ =,0577. 
p > .05), Nor did parent behavior correlate significantly 
with any other children's variables not mentioned above. 

Likewise, no other parent ri///7/^(7«' variables were found 
to correlate significantly with any other changes in chil- 
dren's scores. For example, in the cognitive area, no rela- 
tionship was found between parent attitude change groups 
and change in their child's rate of cognitive development 
(tau ^ .1543, p > .05fbrfatheii^; tall ^ -;1870, p > .05 for 
mothers). Although there was a slight, nonsignificant rela- 
tionship between initial parent attitude scores and changes 
in their child's rate of cognitive development (rho ^ .4233, 
p > .05) using Pearson product moment correlations, and 
a similar correlation was found between initial parent at- 
titude scores and changes in their child's rate of motor de- 
velopment (rho = .5594, p ^ ,03). no pattern emerged as 
clearly as the one discussed above for the language area. 

Was there a difference hetween the father' s and the 
mother\s attitudes as correlated with their child's de- 
veiopnient? 

A child's variables appeared to correlate differentially 
with his mother's and fiither's attitude scores. There was a 
moderate relationship approaching significance (tau ^ 
.4685. p ^ ,07) between fathers' attitude changes and the 
child's initial cognitive level in that the more retarded the 
child, the more negative the fathers' attitude change 
scores. No such relationship existed for the mothers, 
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whose attitudes appeared unrelated to the degree of 
the child's handicap (tau = =.1544, p > .05), One won- 
ders whether the common view of fathers as more 
achievement-oriented than mothers is strengthened by 
this finding. As was stated before, there was a modemte, 
negative relationship between mothers' altitude scores 
and the children's progress in rate of language develop- 
ment. Paternal attitude scores and changes in those scores 
appeared to be unrelated to all aspects of the child's var- 
iables except the cognitive index, as slated above. For 
parents' total initial attitude scores, there was a moderate 
and significant relationship with increased rate of child's 
motor development (rho ^ .5594, p - .03) and a slight 
nonsignificant relationship to increased rate of child's 
cognitive development (rho ^ .4233, p > .05), Other child 
variables— age and social progress^ — showed no relation- 
ship to parent attitude scores. 

These are complex relationships, further complicated 
by the vast differences in treatment received by mothers 
and fathers. Controlling for treatment difTerences would 
allow comparisons between mothers' and fathers' be- 
baviors toward children to be made, and more solid con- 
clusions to be drawn. The current data supply interesting 
hypotheses about the complex effects that the mothers 
and children have on each other. But due to the lack of be- 
havior measures and treatment experiences for the 
fathers, the relationships between child variables and 
father variables produced no viable interpretations, 

Sumniary 

From the great amount of data generated from the Early 
Intervention Project, some interesting general findings 
emerged. First was the general stability of the children's 
developmental rates over time. The extremely high, sig^ 
nificant correlations of children's test scores over 6-monih 
to 18-month lime intervals contrasted markedly with nor- 
mal infant and pre-schooler test-retest correlations. 

Second, although the group as a whole showed no sig- 
nificant positive developmental rate changes after treat- 
ment was initiated, 25% of the treated group demonstrated 
significant positive gains in motor rate and cognitive rate 
and better than 45% demonstrated significant gains in rate 
of language development, indicating that a considerable 
number of the group demonstrated increased develop- 
mental rates during treatment in the project. 

A third unexpected finding was the lack of relationship 
between cognitive level and rate of change. The most pro- 
foundly retarded children made as much relative progress 
as the non-retarded children, and the older children in 
treatment made gains similar to the younger children. It is 
encouraging that neither 'lost time" (late onset of treat- 
ment) nor extreme retardation necessarily limited positive 
gains made during treatment, seen also in the 76% success 
on objectives demonstrated by the most retarded and the 
least retarded. 

It appeared that parental behavior with the children had 
significant effects on the child's successful performance 
on individualized objectives, and on rate increases in lan- 
guage development as well. While parental attitudes and 
behaviors tended to be quite stable over time, they varied 
in relation to child variables in interesting and complex 
ways, influenced in part by the child's age, cognitive level , 
and changes in developmental patterns over time. 
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ll is hoped that further information ubout the cDmplex 
efttctH of a handicapped child on his Himily, the etTecls uf 
the parents* altitudes and behaviors on the child's de- 
velopment, and the effects of this particuhir treatment ap- 
proach will be gathered by others involved in a total family 
approach to treatment. Further studies need to control for 
ihe dirterential amounts of treatment received by fathers 
and mothers, and to document fiuhers' behaviors with 
their children* both initially and over time. Another vari= 
able needing further exploration is the long-term effect of 
intervention on children's development, parent-child in- 
teractions, and parental attitudes. 

As Lewis (1976) has pointed out, it will be by thorough 
documentation of child-treatment interactional effects 
that we will begin to know which infant treatment ap- 
proaches yield optimum results when applied to certain 
groups of children and their families. This report marks an 
initial altempt at such documentation. 
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STAFF DEVELOPMENT ACTI VITIES 

Diane B, iyEui>eni(> 



The project's siatTdcvejopnicni activities pruvided up- 
pununilics fur stalT members to increase the skills needed 
to carry out their respunsibilities. Activities tor assessing 
and rneeting stalT needs were as tullows: 

Noi'ds Asscsstncnf 

haeh staff member completed a needs assessment form 
which was used to analyze individuai and group needs fur 
training, A sample of staff responses to the needs assess- 
ment appears below. 

Individual Needs 

• Language development 

• General infant development 

« Piaget's theory oF cognitive development 

• Psychology evaluation of quadriplegic cerebral palsied 
children 

• Counseling parents 

• Working with low socioeconumic families 

• Encouraging parents to work with other parents 

Group Needs 

9 Interdisciplinary assessment of multiply handicapped 
children 

• Training of stalT to administer thu /idrly inicrvcntian 
Devi' I op men! ill l^nijilc' 

• Systems consultation, including entry, readiness for 
change, implementation ofchange. and Iblluw-up 

• Coordination of agency services 

Pravt'durcs for Mvv!ini> Needs 

In order to meet the needs identified, released time was 
allowed fur stuff members to attend conferences, work- 
shops, and courses. A limit to the number of days or hours 



for staff development was not set. Attendance at confer- 
ences, workshops, or courses depended upon whether or 
not the stafT member's responsibilities could be ade= 
quately covered, 

Inservice training included group sessions on team 
building, systems intervention, medical aspects of mental 
I'etardatiun, and administration of the Early Imervenfum 
Dcvidopmontal fmtfih and the Bayley Scales of Inftmt 
Development. 

During the piqject period, October 1973 to June 1976., 
staff members spent over lOOO hours attending meetings 
and training sessions on infant programs, parent involve- 
ment, identification and screening of children, evaluation, 
dissemination, proposal writing, project administration, 
treatment techniques, and con .utation. Distribution of 
hours spent in these activities were: conferences— 550 
hours, workshops— 249 hours, courses— 48 hours, and 
inservice trainfng=220 hours. Project staff spent ap- 
proximately one day per month on staff development 
activities. 

hvcdutitinn of Irainin^ Opportunities 

Ihc effectiveness of each training opportunity was 
evaluated by the stafT member in a report to the project. 

In reporting these training opportunities, stafT members 
evaluated how well their expectations were met: ratings 
noted that 22% were ^'exceptional," 35% were '^good,'' 
3 \% were ''fiiir," and 12% were '*poor," 

Through informal inservice training, staff members 
shared with others portions of their disciplinary skills so 
they could assist parents in all areas of development dur= 
ing home visits and he able to administer the entire Profile, 
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DISSEMINATION AND TRAINING 



D. Sue Schajer 



Dissemination activities began five months after the 
start of the project. These early sessions were held in re- 
sponse to numerous inquiries, primarily from public 
school personnel who were attempting to comply with 
Michigan's Mandatory Special Education Act, which re- 
quired school systems to provide services for handicap- 
ped children from birth. The project's design was continu- 
ously tested, modified, and strengthened by presenting its 
findings to and incorporating feedback from those who 
would ultimately implement programs for infants and 
young children in Michigan schools- 
Training Design 

Most of the project's trainees were school personnel in- 
volved in establishing or expanding programs for young 
children. Therapists (occupational, physicaU and speech), 
teachers, and psychologists were the core trainees. Ad- 
ministrators, nurses, social workers, community agency 
personnel, parents, students, and service group represen- 
tatives (e,g.. Association for Retarded Citizens) were also 
well represented. During the three-year life of the project, 
more than 750 individuals participated in pr^ect training 
sessions. 

Project staff were the primary trainers. Project parents, 
however, participated on panels, prepared didactic mate- 
rial based on their experiences, and assisted when their 
children were used for demonstrations. In addition. Insti- 
tute staff were asked to participate on several occasions, 
particularly those whose disciplines differed from those of 
the project staff (e.g., social work, nutrition, pediatrics, 
etc.). 

Project training activities were publicized primarily 
through direct mail. Every intermediate school district 
special education director in Michigan was informed of all 
training sessions. Announcements of activities were also 
sent to appropriate professional, community, and parent 
newsletters. The Institute's State and Community Serv- 
ices Division's newsletter also announced planned events. 

Dissemination and training activities were designed for 
both individual and team participation. Training for indi- 
viduals continued throughout all three project years, but 
team training began only in the third project year after the 
model had been fully developed. Team training was en- 
couraged fur those agencies which were interested in rep- 
licating the project model, but the goal of every session 
was to stimulate program development based on all or part 
of the project model. 



ScHsion** for Individuals 

These sessions were designed to increase the partici= 
pant's awareness and knowledge of the project's approach 
to early intervention. The miyor strategies used wore: ob- 
servation, conferences, seminars and short courses, simu- 
lation exercises, and presentations. 



Group sessions could be observed by visitors through 
one-way glass or via remote-view. All visitors received a 
thorough orientation to the project and to its goals and ob- 
jectives. Some individuals, particularly students, were 
able to try out newly-acquired techniques during the proj- 
ect's group sessions; others participated in the weekly 
home visits. In addition, many individuals viewed video- 
tapes prepared by the project, observed disciplinary and 
team evaluations, and studied the project's record-keep- 
ing system. The project accommodated approximately 
500 visitors over a three-year period. 

Conferences 

A national conference entitled Early Intervention for 
Handicapped Infimts and Young Children," was held in 
cooperation with the Institute in October 1974, and at- 
tracted 340 participants. 

The project also collaborated with other ''First 
Chance" projects in Michigan in a conference to present 
prcyect models to personnel of the Michigan Public School 
System in September 1975. 

Seminars and Short Courses 

The popular ''Seminar in Early Intervention" met 
weekly for four semesters, reached 44 University stu- 
dents, and used the project as its clinical base, 

A week-long course, '* Early Intervention t\)r Hand- 
icapped Children," was held in June 1975 and was re- 
peated in June 1976. It attracted 50 professionals 
(therapists, teachers, psychologists, etc) who were in- 
terested in starting or expanding early intervention pro- 
grams, 

Denionst ration of Tei hniqiws 

The project prepared didactic materials and demon- 
strated project techniques in twelve sessions in a variety 
of settings entitled "Methods in Early Intervention," The 
major areas covered were infant assessment and pvo- 
gramming, family (parent) involvement, and team func- 
tioning. The most successful training approach was the 
use of simulation exercises which encouraged group par- 
ticipation, stimulated deeper thinking, and provided more 
useful feedback for project modification, 

PresenUitions 

During the second and third years of the prqiect, staff 
members made presentations at workshops and confer- 
ences on general descriptions of the model or on specific 
nicets of project philosophy or operations. Presentations 
were made at regioniil and national meetings of the Ameri- 
can Association on Mental Deficiency, Council on Excep- 
tional Children, American Occupational Therapy Associ- 
ation, American Physical Therapy Association, and 
Association of University Afiiliated Facilities. More than 
1000 persons attended. Additional presentations w^ere 
scheduled for the American Occupational Therapy 
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Association and the American Physical Therapy Associa- 
tion during 1976-77, 

Sessions for Teams 

Workshops 

Twenty-seven teams pariicipated in five workshops 
held during the project's third year, which were designed 
to move the participants through the awareness and 
knowledge stages of learning so that skill development 
could be emphasized. Skill training focused primarily on 
use of the Early Intervention Developmental Prijflle as an 
assessment and programming tool. In addition to skill 
training, these sessions were designed to foster team de- 
velopment which became the 'key' to making the proj- 
ect model work. Each participating team was required to 
have at least three members: one motor person (occupa- 
tional or physical therapist), one speech therapist, and one 
person trained in cognitive development (special educa- 
tion teacher or psychologist). 

Special Training Rehitionships 

In addition to conducting these team workshops, proj- 
ect staff worked closely with specific teams interested in 
either long- or short-term training relationships. Specific 
training sessions were developed after each team had be? 
come thoroughly familiar with the project components 
and approach. A needs assessment was then conducted 
and a training program developed. Three teams elected to 
establish long-term training relationships; two of these 
teams replicated the project model (see the chapter below 
entitled Replication and Continuation), and the third 
planned to complete the replication process during the fol- 
lowing year. 

Seven other special training sessions were designed for 
other agencies based on their needs. Table I summarizes 
the project's training sessions over a three-year period. 



Evaluation and Impact 

After each training session, participants were asked to 
answer a series of questions concerning the activity's con- 
tent and format. The purpose of these evaluations was to 
determine whether the participants' needs had been met 
and to help the project determine future training needs and 
strategies. By far, the need for methods of evaluating and 
helping the very young handicapped child under age three 
(36 months) consistently outweighed all others. Other 
oft-expressed needs included: 

1 . how the school can get the family involved: 

2. how to organize service delivery to handicapped in- 
fants in the home; 

3. how to meet the specialized needs of the very young 
multiply handicapped child; 

4. how to develop and implement screening programs 
for identifying children needing intervention; and 

5. how to overcome the scarcity of written materials ru= 
lated to the needs of young handicapped children and 
their ftimilies. 

By the third year, the project's interdisciplinary team 
approach had become the hallmark of the EIP, and an ef- 
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fort was made to follow the progress of the twenty-seven 
teams who were trained by the EIP during that third year. 
The team approach was fostered from the start by requir- 
ing the workshop attendees to participate as a team, not as 
individuals. The Early Intervention Developmental Pro- 
file was used both as an evaluation and programming tool 
and as a facilitator for team functioning during the training 
process. The continued use of the Profile after training 
was a measure of maintenance of the team approach, a 
major project impact criterion, as well as a measure of 
aduption of this project's design in its own right. 

Fifteen teams were sent a follow-up questionnaire eight 
weeks after training. The project ended before eight weeks 
had elapsed for the remaining teams. Of the fourteen re- 
sponses, 100% stated that they would be using the Profile 
during the 1976-77 school year. They reported that they 
had used the Profile to evaluate over one hundred children 
and had developed sixty-seven individualized programs 
from ihe Profile data. 

In addition to introducing the Profile during the or- 
ganized team training sessions, the project began dis- 
tributing it at cost In February 1976. The acceptance of the 
Profile was widespread throughout the United States. Or- 
ders from other countries had begun to come in by the end 
of the project. It is impossible to measure the project's im- 
pact at this level except to cite the high number of copies 
distributed. The high Interest in the Profile and accom- 
panying materials prompted the project to enlarge the 
scope of this publication and submit it for commercial pub- 
lication. 



Materials Produced 

The EIP accumulated a large collection of slides which 
depicted all aspects of project activities. A comprehensive 
slide-tape description of project activities was produced 
during the third year. (Due to the confidential nature of 
slides and videotapes of project children, these materials 
can be used only for Institute training purposes and for 
training outside the Institute when accompanied by an 
Institute staff member.) 

Videotapes were made of several aspects of project 
activities, parts of which were used during dissemination 
activities. The collection included longitudinal prog- 
ress of project children, group sessions, parent panels, 
team evaluations, disciplinary evaluations, and others. 
A videotape entitled **It's Child's Play'* was produced 
during the project*s third year and depicts the parent 
component of the project. 

A project brochure, table display, and abstract were 
used as publicity materials. A variety of bibliographies 
and toy, equipment, and book lists were compiled and 
were also used throughout the priijcct as needed. Three 
simulation training activities were developed and tested: 
two on ftimily intervention and one on developing skill In 
writing individualized objectives. 

By ftu', the most popular materials were the liarly Inter- 
vention Developmental Profile and Developmental 
ScreeninM of Hanillcapped Injauts: A MannaL Over 
2100 copies of these books had been distributed by the 
end of the project and will continue to be available at 
cost until the final revision is published In 1977. 
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Conclusions 

The success of the ElP's dissemination and tmining uc= 
tivities resulted directly from the fact that sharins the 
project's activities began early, i,e. within the first six 
months, and continued throughout the project's life. The 
feedback derived from all trainees was invaluable in defin- 
ing the needs of the major target groups, particularly 
Michigan school districts. As the project responded to 
these needs, its model components became more clearly 
defined. A capable project staff molded the most unique 



feature, interdisciplinary team functioning, into a salable 
product by demonstrating, writing about, and teaching 
others the team process. Simultaneously, the project's 
team process led to the development of the Pn)JUe and 
Manual which fulfilled the trainees' greatest need, i.e,, a 
tool for evaluating and planning programs for handicapped 
infants. The flexibility of the project's training approach 
helped strengthen its model of service delivery. Early rec- 
ognition of the model's key features paved the way for 
publications which the staff hopes will live beyond the life 
of the project. 



TABLE I 

Early Intervention ProjectTraining Sessions 



Date Content of Session 



AgenuieH Participating 



Hours f^irtici pants 



3/74^ 
6/75 

3/75 

8/75 

8/75 
9/75 



10/75 

10/75 
10/75 
11/75 

12/75- 
2/76 



Methods in Early Intervention 
(12 monthly sessions) 

Identification and screening ol' handicapped 
infants 

Inservice on cognitive, social/emotional, 
and motor development 

Orientation to EIP model 

Participation in EIP home visits; discussions 
with disciplinary colleagues; observation of 
EIP group session; program implementation 
Workshop: EIP family intervention model and 
sensitization experience to family developmental 
stages 

Orientation to EIP model 

Orientation to EIP model 

Visit to EIP group session and discussions con- 
cerning implementation of EIP model at WISD 

Workshop: Team evaluation and programming 
for handicapped infants and young children 



12/75 



12/75 



1/76 



2/76 



2/76 



3/76 



5/76 



Visit to EIP group session and discussions 
concerning Implementation of EIP model at 
USD 

Inservice to discuss disciplinary roles, 
development, and parent involvement in 
infimt program and applications to WISD 
program 

Evaluation procedures for handicapped infants 
and young children 

Programming procedures for handicapped 
infants and young children 

Team evaluation and programming for handi- 
capped inHmts 

EIP program evaluation strategies' 
application to LISD progrtim 

Team evaluation and programming for handi- 
capped inHmts 



5/76 Assessment based prognimming (seminar) 

5/76 Assessment based programming for handi- 
capped infants 

j/76 Parent involvement inearjy intervention 



Prolessionais from various agencies, 
particularly Michigan school districts 
Bloomneld Hills School District 

Upper Peninsula Preprimary Institute 

Preprimary Institute. Ypsiltmti 

Cass Intermediate School District (ISD) 



Various professionals 

Washtenaw ISD (High Point) 
Lapeer ISD^ 
Washtenaw ISD 

Beekman Center-Lansing, Bloomfleld Hills 
schools. Carrollton schools, Clinton ISD. 
Garden City schools, Hillsdale ISD, Kalamazoo 
Valley ISD, Lenawee ISD, Midland ISD, 
Multieap Program-Muskegon, Newaygo ISD, 
Ottawa ISD, Walnut Street SchooL and 
Wayne-Westiand schools 

Livingston ISD 



Washtenaw ISD 

Washtenaw ISD, Livingston ISD 
Washtenaw ISD 
East Upper Peninsula ISD 
Livingston ISD 

Char-Em ISD. Alpine Center. Traverse Bay 
Area ISD. Mecosta-Osceola ISD. Mason ISD. 
Wexford-Missaukee ISD, Manistee ISD. 
CO.O.R, ISD. CO. P, ISD 

Nisonger Center, Columbus. Ohio 

Easter Seal Society; Pontiac Waterford Dcv, 
Center; and United Cerebral Palsy. Detroit 

State o f Ohio. Div, of Special Education 



Totals 
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92 
8 



2 
16 



3 
3 
3 

48 



3 
3 
6 

3 

16 

3 
H 

3 

245 



265 

17 

50 

22 
fi 

42 

30 

II 

89 



10 

\5 
15 
8 

6 

55 



60 
21 

_20_ 
769 



REPLICATION AND CONTINUATION 

D, Sue Schafer 



Replication 

The Early Intervention Project (EIP) established two 
replication sites which developed programs based on the 
project modeL The sites were Washtenaw Intermediate 
School District (WISD), located at 1819 South Wagner 
Road* Ann Arbor, Michigan, and Livingston Intermediate 
School District (LISD), located at 1425 West Grand River 
Avenue, Howell, Michigan. Each district provided the 
necessary staff and space needed to establish the program 
and met the following replication criteria: 

1 . Developmental programming based on the Early In- 
tervention Developmental Profile; 

2. Team evaluation and programming with a minimum 
of three team members whose combined expertise 
covered the areas of motor, language and cognitive 
development; and 

3. Parent training using a home-based and/or center- 
based service delivery modeh 

These replication sites were a result of the project's con- 
tinuous contact with them regarding the eventual referral 
of EIP children to them at the termination of the project. 
Both centers chose to establish early intervention pro- 
grams based on the EIP model for children transferred 
from the project as well as for other handicapped infants in 
their respective counties who were not already receiving 
services. Each district carefully studied other programs 
that were currently available before choosing the EIP 
model. 

The first major step in the process of establishing a rep- 
lication site was to acquire administrative approval from 
each school district to establish a new program. Once ac- 
quired, an orientation program for selected professionals* 
parents, and other interested persons was held. The pur- 
pose of the orientation session was to introduce the 
agency staff members to the EIP model and to begin pre- 
liminary discussions regarding the model's application in 
each facility. 

Each school district selected a coordinator whose re- 
sponsibility was to assist the project's training coordinator 
in assessing and carrying out appropriate training activi- 
ties. The goal was to establish a viable program at each 
agency within six months from the orientation date. 

A training program for each agency was developed 
which emphasized skill training, team development, and 
program design* and was carried out by the EIP project 
staff. Where possible, the training sessions were held 
simultaneously for both replication sites, but the majority 
of the sessions were individualized according to each 
agency's needs and stage of program development (see 
Table 1). 

These formal training sessions were supplemented with 
ongoing consultation between EIP staff and individual dis- 
trict team members, particularly regarding children 
shared with the EIP. Typical activities were joint home 
visits and collaboration on writing objectives. This com- 
bination of informal and formal contacts eventually paved 
the way for each district to feel competent to implement 



TABLE 1 
Major TRAiNrNG Events 





Date of Session 


Content of Session 


WISD 


LISD 


Orienliition to EIP 


10/30/75 


IO/lj/75 


Visit to ElPgroup session; initiul 
discussion of im piemen tali on concerns 


12/1 1/75 


12/11/75 


Discussion of disciplinary roles, team 
development* and parent 
involvement 

Demonsiraiion of evaluation procedures 
for handicapped infants and young 
children (joint session) 


12/11/75 
1/9/76 


1/9/76 


Explanation of programming procedures 
for handicapped infants and young 
children ^oint session) 


2/6/76 


2/6/76 


Explanation of early intervention pro- 
gram evaluation strategies 




3/19/76 



the early intervention program in its respective setting. 
Livingston ISD began its group sessions on March 12, 
1976, and Washtenaw ISD on March 26, 1976. Each 
school district received continuous consultation regarding 
program implementation throughout the 1975-76 school 
year. 

The implementation process was totally the responsibil- 
ity of the school district's coordinator and varied accord- 
ing to each district's policies, e.g., fiscal, administrative, 
etc. The project monitored the implementation process 
through continuous consultation with each school's coor- 
dinator but did not interfere with the internal affairs of 
either school district. 

The data in Table 2 were supplied by each school district 
at the request of the project and cover the period from 
April through June 1976* They cannot be directly com- 
pared since the two districts* policies were not identical, 
but they do suggest the extent of impact of the EIP model 
in a relatively short period of time. 

Parents routinely took part in evaluations and pro- 
gramming in both programs. Neither program had yet in- 
volved parents in dissemination or publicity activities, but 
each planned to do so during the next school yean 



Continuatfoii 

Both districts planned to suspend their programs over 
the summer and resume them in the fall of 1976. Children 
in both programs were provided with summer objectives 
for the parents to carry out. Re-evaluations were 
scheduled for the beginning of the 1976-77 school year, 
Livingston ISD was developing a plan to measure child 
progress which was to include progress achieved on 
three-month objectives as well as evaluation with 
standardized instrdments, such as the Bayley Scales of In- 
fant Development, every six months. Washtenaw ISD had 
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TABLE! 



IMPACT OF Project ON Replication sites 



Sources of Referrai to 






Repiication Programs 


Livingston 


Washtenaw 


EIP 


5 


2 


Physician 


5 


1 


pErsnt 


Q 

a 




Public Health Nurse 


1 


I 


U-M (Pediatrics) 


2 


1 


Local School Districts 


7 


6 


Child and Family Services 


3 




Other 


3 




Total number of referrals 


34 


14 


Age range 


9 months 


6 months 




to 6 years 


to 5 years 


* f .andicapping Conditions 


Down's Syndrome 


2 


5 


Other Genetic Disorders 


1 


0 


Cerebral Palsy 


5 


J 


Spina Bifida 


5 


0 


Emotional Impaimient 


8 


0 


Vision Impaired 


3 


0 


Hearing Impaired 


1 


0 


Language Delay 


6 


0 


Seizure Disorder 


2 


0 


C.V,A. 


0 


I 


Hydrocephaly 


0 


I 


Etiology Unknown 


1 


2 


Disciplinary Assessments 


Psychology 


6 


13 


Social Work 


6 


14 


Occupational Therapy 


1 


10 


Physical Therapy 


4 


11 


Speech 


12 


10 


Vision and Hearing 


3 


0 


Placements 


EIP Replication Program 


26 


4 


Internal ISO Program 


7 


0 


Other In-County Program 


0 


7 


Other Out'County Program 


1 


0 


Incomplete Placements 


0 


3 


Services Delivered 


Children Assessed with Profile 


34 


9 


Individual Programs Developed 


17 


7 


from Profile 






Home Visits Per Child: 






Minimum 


1 


2 


Maximum 


6 


2 


Center Visits Per Child: 






Minimum 


1 


2 


Maximum 


14 


8 


Other Visits (while child was 






hospitalized, etc.) 


2 


0 


Parent and Family Involvement 


No. Parents in Group Session 


38 


5 


No. Extended Fairiily in 






Group Sessions 


4 


0 


No. Parents Involved in 






Home Visits 


34+ 


5 + 


No. Parents Involved in 






Counseling 


2 


I 


Formal Parent Group Meetings 


6 


0 


Informal Parent Group 






Meetings 


14 


0 
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not developed its evaluation plan at the end of the project. 

Each school district had begun to develop Its publicity 
campaign. Both had held orientation sessions for their re- 
spective ISD personnel and parents and had contacted 
their local school districts about their programs. 
Livingston ISD had prepared a flier and slide-tape presen- 
tation which had been seen by the community at large and 
several special interest groups. Both districts had accom- 
modated visitors to their programs and planned to in- 
crease this aspect during the 1976-77 school year. 

Both districts expected to nfiaintein their programs dur- 
ing the 1976-77 school year based on the EIP model. Both 
district teams were to include the following disciplines: 
physical therapy, occupational therapy, speech therapy, 
psychology^ and special education. Livingston ISD's 
team was also to include social work. The basic design of 
each program was to include a weekly center visit for each 
child coupled with regular home visits, 1-4 per months 
based on need and staff availability. Parent involvement 
was to remain a high priority In both programs. 

Washtenaw ISD was to continue its 1976-77 program as 
carried out in spring 1976 and was to accept all children 
who were identifled as severely mentally impaired, traina- 
bly mentally impaired, or multiply impaired who resided 
in Washtenaw County. 

Livingston ISD planned to expand its 1976-77 program 
to include a two-day per week program specifically de- 
signed for learning disabled and emotionally Impaired 
children. This progmm was to use the EIP's team/parent 
training approach and was to be adapted to fit the special 
needs of these children. Livingston ISD was to continue to 
accept referrals for all children who had or were expected 
to have a handicapping condition. 

The relative success of these replication sites could not 
be clearly measured with less than a complete school year 
of experience. However* they did show that the replica- 
tion process used by the EIP was a viable one and should 
be continued by the Institute's Outreach Project. The key 
elements which stand out in the EIP's replication process 
are: 

1. Adherence to replication criteria with flexible ac- 
ceptance of performance based on each site's 
strengths and constmlnts; 

2. Replication site administrative support; 

3. Well-planned formal training activities based on 
each site's specific needs; 

4. Active informal contacts between trainees and train- 
ers regarding specific Implementation problems; and 

5. Program evaluation strategies which allow for fast 
and effective modification of training activities at 
each site. 

The two replication sites described were to provide the 
continuation and demonstration programs on which the 
Early Intervention Outreach Project will be based. Fund- 
ing approval for this Outreach Project was received by 
ISMRRD in June 1976, for the 1976-77 fiscal year. 
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RECORD KEEPING 



/). Sue Scluifcr iind Martliii 5, Moersvh 



Each developing pmgmm will lie well advised lu cun- 
struct early in its operation a record keeping Hysiem which 
rellccts its need Tor uccoLmlability while providing 
enough daiu for decision-making and I or commimication 
with team members, with the agency in which the program 
is situated, with parents, with agencies which share re- 
sponsibilities for the children, and with the funding 
agency. In addition to supplying necessary information for 
routine reports, records also provide information which is 
helpful und/or necessary for replication programs, valida- 
tion studies, and for research purposes both during and 
after the life of the program. 

No one record system can be transferred directly to a 
new setting without some modification. However, the 
prcijeet's system was effective in its University setting and 
should be adaptable to most other settings. 

Children's Records 

Clinical records, which were used for purposes of ac- 
countability, statistical access, and specific training us- 
age, were kept for all project children and housed in the 
Institute chart files. Limited access and confidentiality of 
the children's records were maintained by the Institute 
according to appropriate legal definitions. 

The project maintained a file on each child which con- 
tained information necessary for monitoring ongoing 
treatment programs and collecting accountability data. 
The records in the project file were used only by EI P staff 
members and selected students who were involved in 
child treatment and included: referral information, rec- 
ord(s) of initial home visit observations, disciplinary 
evaluation reports, long-term objectives, short-term 
(three-month) objectives, parent objectives, case log, in- 
formation about other agencies involved, pertinent medi- 
cal information for day-to-day activities, correspondence, 
completed Profile data, parent informing report(s), and 
final exit report, 

A third file was kept in the form of a notebook which 
contained only non-confidential information and was used 
as a communication mechanism from staff to staff, stuff to 
parent, and parent to parent. This notebook contained 
each child'^ current objectives to which staff and parents 
could refer as necessary during the weekly group sessions, 
Space vy'as provided for an anecdotal record by parents 
and staff regarding observations made of the child's per- 
formance during the past week. Attendance records were 
also in the notebook. The notebook was used as a training 
vehicle for parents to help them become more observant 



of their child's abilities while working toward a better 
understanding of their chikrs development overtime. The 
notebook also served as a convenient place to record the 
names of visitors to group sessions. 



Project Records 

Financial records were kept by the InstitiUe accounting 
office, and monthly statements were prepared for the 
project director by the Institute. 

Records of all workshops, inservice training sessions, 
and group consultations were maintained by the dissemi- 
nation coordinator. 

Staff memliers maintained records of their own clinical 
activities, consultations, professional presentations, and 
professional development activities. 

The agenda of weekly staff meetings was maintained in 
a file for future reference; minutes were not kept but nota- 
tions of decisions were recorded. 

Informal repfirts of evening parent meetings were pre- 
pared and contained the names of parents, visitors, staff 
members present, speakers or other program information, 
and plans for tiiture meetings. As the numbers of parents 
involved in the project increased, these infc)rmal reports 
were often distributed to those unable to attend. They 
were always filed with other project records and were used 
in planning future meetings and in accountability reports. 

Since the evaluation plan for the pr()ject included data 
on children, parents, and staff members, the evaluation 
coordinator either maintained her own records on appro- 
priate items or periodically collected the information fi^om 
other record sources within the project. 

The records noted above made up the formal record 
keeping process of the project. Since it may be difficult to 
determine at the beginning of a new program what will be 
needed by those requesting reports, various informal 
means of record keeping were used by the EIP which may 
be useful toothers. For example, monthly calendar sheets 
were mounted on the wall. These contained space in 
which staff members noted planned events, equipment 
reservations, vacation days, and appropriate deadlines to 
be met. The calendars were useful in compiling reports at 
later dates. Individual appointment calendars were useful 
sources Por answering some unanticipated requests ft)r in- 
formation. Maintenance of a file of original or duplicate 
copies of bibliogi aphies, handouts for dissemination activ- 
ities, report forms, and various program plans and reports 
can save both time and money. 
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DISCIPLINARY ROLES 



EDITOR*S NOTE: One ohivrtivc of tfw EIP was to dvmonstmto the appropriafvness oJ^Nsin^ occiipational therapy, 
physical therapy, and speecli anil kingua^e pathology as theprhnary disciplines with tfw youni*, handicapped popidation 
of the project. Asa result, It was ({ft en necessary to place undue emphasis on separate and specific disciplinary functions, 
and sitniiarly for psycholoi*y and special education. This disciplinary emphasis was re(p.dred for dissemination activities in 
order to explain and to demonstrate each discipline's role in consultations, workshops, inservice training sessions, and 
lectures. 

Another instance of emphasis on specific disciplines was in the initial development of the Profile and MunuuL Individu- 
als or pairs of staff memhers assumed major responsihility for specific skill areas of the Prufile. They were responsihlejbr 
determining' which items to include, Jor developing criteria for assessing the child's status on each item, and for making 
sure that the other stajf memhers tlmrougidy understood the meaning, the value, and the method of assessing each item^ 

In reality, the day-to-day project activities siressed the team concept rather than individual disciplines. By tlie end of t lie 
first year of the project, all staff memhers were not only convinced oj the value of the various disciplines, they were all well 
grounded in many skills of the other disciplines. 

Other Jdetors whicit influenced the team concept were that three of the EIP stciffnietnhcrs also had degrees in a second 
discipline, and all of the staff memhers had had previous experience in working in inivrdisciplinary settings. 

For the bene fit i)f persons who tnay not he Jamil la r with the various disciplines, the role of each EiP disciplinary staff 
member is outlined in this chapter. Since the project physical therapist also had a decree in child devvloptnent and since it 
Is usual to ft fid child development specialists in programs for young children, the role of this discipline is included. 

One aspect of the role ofvaeh discipline within the project is not mentioned in any tf these descriptions. Staff memhers 
attempted to accpuiint other memhers of their projession, their discipline, with the specific responsihilities of that disci^ 
pline within a project Jbr handicapped young children. All staJf memhers made Jormal presentations to their own discipli- 
nary groups at conferences and workshops. The presentations emphasized the contributions of that specific discipline to 
the success of an interdisciplinary teani. 



ROLE OF THE OCCUPATIONAL THERAPIST 

Diane B. Ettgenio 



The role of the occupational therapist with the EIP in- 
cluded the areas of evaluation, treatment, consultation, 
and team functioning. 



Evaluation 

In the area of evaluation, the occupational therapist 
conducted both specific clinical and developmental evalu- 
ations. Clinical evaluationn included range of motion 
measurement, determination of muscle strength, evalua- 
tion of sensation, determination of muscle tone including 
the presence and extent of spasticity, evaluation of 
pathologic patterns of motion and reflexes, and evaluation 
of oraUmotor functioning as it related to feeding. These 
clinical assessments allowed for monitoring of muscular 
changes in the child which indicated the need for changes 
in programming and treatmenL 

Developmental evaluations included fine motor, reflex, 
early gross motor, self-care, social-emotional* and per- 
ceptual motor development. Most of the assessments in 
these areas were based on reference norms and recog- 
nized sequences of development rather than on 



standardized tests, although such formal tests as the 
Southern California Sensory Integration Tests, the Gesell 
Developmental Schedules, and the Bayley Scales of In- 
fant Development were used with some children. Obser- 
vations of the child's behavior and the interactions of fam- 
ily members were also made. 



Treatnient 

Treatment included facilitation of general developmen- 
tal skills in the perceptual/fine motor, reflex and gross 
motor, self-care, and social areas. Specific program plan- 
ning and treatment methods were implemented for 
development of these skills in specific motorically handi- 
capping conditions. Treatment techniques were used to 
normalize the child's movements to allow for the emer- 
gence of the next level of developmental skills. 

A major contribution of the occupational therapist was 
to determine the appropriate position which would allow 
each handicapped child to use his maximum ability to 
function. Such positioning techniques were shared with 
the child's parents and with other staff members. 
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The occupational therapist focused on programs which 
could be carried out within the activities of the normal 
daily routine of the child and family, The occupational 
therapist also provided suggestions and ideas to parents 
and other staff members on adaptations of toys'and adap- 
tations in test Item presentations necessary for the child's 
accomplishment of developmental skills and performance 
on tests. Also, the occupalional therapist recommended 
adaptations of equipment or the use of special equipment 
as indicated, 

ConsiiUatton 

The occupational therapist provided consultation on 
two levels: the first was that of teaching appropriate and 
necessary therapeutic skills to persons interacting with 



the child, such as parents and other staff members; the 
second level was that of consultant to other agencies re- 
lated to the child such as the school or medical commun- 
ity. 

Team Functioning 

By her training in general early child development as 
well as in the more specific areas already described, the 
occupational therapist brought with her an appreciation 
for treating the whole child rather than dividing the child's 
treatment into disciplinary parts. With this appreciation 
came the feeling of the necessity for working on an inter- 
disciplinary team with the respect for and sharing of know- 
ledge and skills by all team members. 



ROLE OF THE PHYSICAL THERAPIST 

Carol Donovan 



Evahicition 

The Early Intervention Project physical therapist 
shared with the occupational therapist the responsibility 
for carrying out both initial and on-going gross and fine 
motor evaluations. These assessments were based on both 
standard clinical instruments, such as the Bayley Scales of 
Infant Development, the Gesell Development Schedules, 
and the Hoskins and Squires, and on clinical observations. 
The physical therapist paid particular attention to general 
movement patterns, presence or absence of postural re- 
flexes, muscle tone and strength, range of joint motion, 
skeletal posture, gait analysis, and cardiac/respinitory 
status associated with both activity and resting breathing 
patterns. 

The physical therapist also evaluated general coordina- 
tion, balance, agility, and strength involved in the more 
advanced gross motor skills such as climbing, jumping, 
hopping, running, tricycle riding, and ball handling. 

Responsibility for evaluation of perceptual and fine 
motor skills was shared by the disciplines of occupational 
therapy, psychology, special education, and physical 
therapy. The physical therapist used informal gross motor 
strategies in observation of the child's body awareness, 
orientation in space, laterality, directionality, and motor 
planning abilities. Simple toys and games, such as puz- 
zles, parquetry blocks, or ring toss were used to determine 
eye-hand coordination and visual-shape discrimination. 

Treatment 

The physical therapist was responsible for incorporat- 
ing specific physical therapy findings into the child's 
treatment program which was implemented by parents 
and staff members. 

A m^jor role of the physical therapist was to instmct the 
speech therapist, special educator, and psychologist in the 
principles of positioning to increase the child's function 
and decrease undcsired tone and abnormal movements, 



thus allowing evaluation and/or treatment by these discip- 
lines to produce maximum results. 

The physical therapist organized games and activities to 
increase gross and fine motor skills of the preschool group 
of children, always being aware of the need to adapt to 
specific handicapping conditions, 

Consaltation and Parent Education 

The physical therapist worked closely with various 
medical specialties and implemented specific therapeutic 
treatment orders = Individualized programs were taught to 
each child's parents and monitored in both the home visits 
and group sessions. Parents were taught relaxation 
techniques, postural drainage, ways to position the child 
to facilitate head and trunk control, how to elicit appro- 
priate higher level reflexes, and ways to encourage higher 
level locomotor skijis such as creeping and walking. 

The individual child's motor program was based on the 
objectives that were written in both the gross and fine 
motor areas. In addition, some parents were given ex- 
panded home programs in the motor areas which incorpo- 
rated information on positioning the child and moving him 
in and out of positions as well as specific exercises when 
needed. Because of the physical therapist's knowledge of 
adaptations and appliances and of the practice uf both or^ 
thopedics and physical medicine, she was able to facilitate 
cooperative relationships between the family and the 
physician. 

Many of the EIP children had severe medical problems 
which required frequent hospitalization. 1'he physical 
therapist's knowledge of hospital routines allowed her to 
assist the family's adaptation to and understanding of 
necessary medical procedures. 

During weekly group sessions and home visits, the 
physical therapist monitored the child's motor status and 
physical condition. She was able to detect emerging spas- 
ticity, seizure activity, respiratory problems and the need 
for re-evaluatiun of medication. 



ROLE OF THE SPEECH AND LANGUAGE PATHOLOGIST 



Sara L. Brown 



The speech and language pathologist filled a variety of 
functions on the Early Intervention Project including di- 
rect therapy* consultation* programming^ evaluation, and 
referral. 

Therapy 

The great majority of the multiply impaired or develop- 
mentally delayed children enrolled in EIP exhibited lan- 
guage delay. The speech and language pathologist planned 
and carried out language therapy for a number of the older 
children (3 to 5 years). Specific therapy included oral and 
language stimulation for both a dysarthric child and a 
language-withholding child, behavior modification for a 
retarded child* and Signed English vocabulary for a 
Down*s syndrome child under two years of age with a 
tracheostomy. Home language programs were written out 
in detail for several children under three. 

Consultation 

It was virtually impossible for the speech and language 
pathologist to serve all 80 children directly. However, she 
did serve as a consultant to other staff members and to par- 
ents in the areas of language reception and comprehen- 
sion, language development and acquisition, non-verbal 
and social communication, and oral-motor skills. Much of 
her time was spent modeling and describing for parents 
how to improve the language learning environment for 
their child. 

Programming 

As part of the programming team, the speech and lan- 
guage pathologist helped develop the total therapeutic and 
educational program with regard to the language level and 
learning style of each individual child, Because communi- 
cation is the basis for many areas of development, the 
speech and language pathologist's input into the family 
environment by monitoring daily stimulation was critical. 



Evaluation ^ 

The initial and final evaluations of each child were areas 
where the speech and language pathologist filled a unique 
role. The therapist evaluated the child's total communi- 
cation abilities, including non-verbal as well as verbal 
skills. Her input helped in the differential diagnosis of the 
retarded, deaf, psycho-social, and aphasic disorders 
based on communication behaviors of each child. ChiN 
dren under the age of three were given the Receptive- 
Expressive Emergence of Language Scale every 6 
months. Language development rate and level were as- 
sessed for each child by comparing separate test results. A 
phonological analysis of the child's spontaneous babbling 
was done, and suggestions were made regarding expec- 
tancies and recommendations. 

Some of the less severely involved children were given 
subtests of the Illinois Test of Psycholinguistic Abilities 
and the Peabody Vocabulary Test. A language sample was 
taken for the children exhibiting verbaT language and 
analysis made with regard to types of words and sentence 
structures used* appropriateness of language, and other 
paralinguistic features. 

The evaluation of oral-motor skills became especially 
valuable because a number of children served were cere- 
bral palsiedt retarded, or brain damaged. Such children 
often exhibit oral-motor or laryngeal dysfunctions which 
may be incorrectly diagnosed. In the case of apraxic and 
dysarthric children, appropriate evaluation is critical to 
the child's proper educational placement. 

Referral 

Finally, the speech and language pathologist had the 
training and expertise to seek out resources and referral 
sources when appropriate. The speech pathologist was the 
person trained to recommend specific language, speech or 
communication therapy, or to carry out direct treatment 
services when deemed appropriate. 



ROLE OF THE PSYCHOLOGIST 

Sally J. Rogers 



The psychologist with the Eariy Intervention Project 
had responsibilities in the areas of evaluation, treatment, 
consultation, and evaluation of research design and im» 
plementatlon. 

Evaluation 

The psychologist carried out a comprehensive 
psychological evaluation for each child prior to enrollment 
and every six months thereafter, until the child ceased to 
participate in the program. Standardized instruments 
were used to evaluate intellectual and adaptive behavior 



development. Because of the wide range of handicapping 
conditions demonstrated in the children referred for 
treatment, the ability to use a wide range of instruments 
was necessary. Instruments used in assessing children re- 
ferred to the project included: Bayley Scales of Infant De- 
velopment, Stanford-Binet Intelligence Scale, Weschler 
Preschool and Primary Scale of Intelligence, Merrill- 
Palmer Scale of Mental Tests, Leiter International Per- 
formance Scale, and Vineland Social Maturity Scale. 

In addition to standardized assessments^ many non- 
standard techniques were evolved in order to assess cog- 
nitive skills in the children whose severe multiplicity of 
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handicaps precluded the use of standardized techniques. 
Various adaptations of testing techniques were developed 
for these multiply handicapped children. A presentation at 
the American Association on Mental Deflciency confer- 
ence in June 1976 described the evaluation approaches 
developed by the Early Intervention Project. 

In light of the project's concern with the child as a part 
of the family unit as well as a complete entity within him- 
self, Jhe developmental assessment was only one part of 
the psychological assessment. Two other aspects were 
considered equally important: the child^s dynamic (emo- 
tional) functioning in relation to his family and important 
others and the family's dynamic characteristics, particu- 
larly as they pertained to the handicapped child. Those 
two aspects provided a basis for staff interaction with the 
child within the family system, viewing the family as a 
complex network of interactions, all of which were af- 
fected in some way by the entrance of an intervenorinto 
the system. Information gained during the psychological 
evaluation provided an initial grasp of the problems, 
needs, and potential approaches for families needed by the 
home visitor. Clinical training in early emotional de- 
velopment, family dynamics, and interviewing techniques 
provided the skillH necessary for this aspect of the 
psychological assessment, 

Treiiiment 

The second set of psychologist responsibilities involved 
treatment skills and. as in evaluation, a wide ranging 
knowledge of both theoretical and practical approaches 
because of the extreme diversity of the handicapped 
children and their families. One major aspect of the treat- 
ment involved assisting other project staff to write 
educational/treatment objectives for each child, particu- 
larly in the cognitive, social, and self-care areas. Develop- 
ing objectives required: (a) a thorough knowledge of each 
child's developmental skills; (b) an ability to project each 
child's developmental progress over a three-month 
period; (c) ability to translate evaluation data into rele- 
vant, clearcut objectives; and (d) a thorough knowledge of 



nomial developmental sequences in the cognitive, social, 
and self'care areas. 

Traditional psychological treatment techniques were 
required for several children and families; approaches as 
diverse as behavior modificatipn and traditional play 
therapy were used successfully vyith other children who 
needed individual treatment* A knowledge of available 
community treatment programs was also necessary for 
those children who required more intensive or specific 
treatment than could be provided by the project. Several 
families received psychological intervention via indi- 
vidua! counseling of one parent, conjoint counseling ses- 
sions, training in behavior modification techniques, and 
referral for ongoing counseling or therapy. 

ConsultQiion 

The project psychologist provided consultative services 
to many diverse groups: (a) other project staff members 
regarding all aspects of psychological functioning of chil- 
dren and families; (b) agencies providing treatment for 
handicapped young children regarding assessment tech- 
niques and results, treatment needs, and management 
issues; and (c) to the parent group by acting as their ad- 
visor. Knowledge of group process and group dynamics 
provided important input to these consultations; the 
knowledge also contributed to the format of dissemina- 
tion activities. 

Project Evaluation 

The final area of responsibility of the project psycholo- 
gist concerned evaluation of the entire project, both in 
terms of the-project's fulfillment of requirements and 
guidelines of the funding agency and of the project's effec- 
tiveness in meeting its m^or goals. An evaluation plan, or 
research design, was developed, implemented, and Inter- 
preted. This required a basic knowledge off resaarch 
design, statistical procedures, evaluation tools and 
approaches, and the ability to interpret and describe 
research results In narrative format. 



ROLE OF THE SPECIAL EDUCATOR 

Eleanor Lynch 



For the first year and a half of the EIP, the majority of 
the children were both chronologically and developmen- 
tally at the three- and four-year age levels; they partici- 
pated in a group identified as the preschool group. During 
this period, the role of the special educator focused on di- 
rect involvement with individual children. 

Evaluation 

The special educator evaluated preschool children to 
determine their preacademic skills and suggested educa- 
tional plans for developing school readiness. These were 
carried out in group and home sessions of the project. If it 
became evident that the project was not the most appro- 



priate program for a specific child, the special educator 
explored alternative settings and discussed these with the 
parents. If children were placed in other programs, the 
special educator assisted in the transition period, espe- 
cially in those settings In which there had been few previ- 
ous placements for children with special needs. 

Trmtment and Parent Education 

The special educator assumed responsibility for treat- 
ment of individual preschool children who had learning 
and behavior problems. This was done by modeling during 
group sessions and home visits, by working with parents 
in developing a structured management plan for the child, 
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and Tn providing consultiUion to preschool teachers when 
the child entered another program. 

At the end of the second year of the project, the pre- 
school group was discontinued because of the increased 
number of referrals of younger and more severely hand- 
icapped children. The special educator continued to play a 
major role with school systems. She provided consulta- 
tion to project members on Public Act 198, available pro- 
grams and services, appropriate educational contacts, 
educational objectives, state planning activities, and dis- 
semination design. 

The special educator provided consultation and training 
to individual parents and to the EIP parent groups on Pub- 
lic Act 198, available programs and services, books and 
materials, management techniques, and teaching tech- 
niques. She participated in Educational Planning and 
Placement Comrnittee meetings and encouraged parents 
to become advocates for their children. 



Consultation 

The EIP received many requests Horn schools for con- 
sultation on various anpects of developing programs for 
young children, including management techniques, train- 
ing techniques^ community-wide screening techniques, 
team building activities, the use of interdisciplinary teams, 
needs assessment strategies, and service delivery models. 
The special educator was able to offer consultation in 
these areas. 

The special educator accepted appointment to two 
committees having responsibilities for developing model 
service delivery systems for handicapped infants and 
young children: Preschool Advisory Committee of the 
Ann Arbor Public Schools and Guidelines for Preschool 
Education, a subcommittee of the Michigan Association 
of Administrators of Special Education. 



ROLE OF THE CHILD DEVELOPMENT SPECIALIST 

Carol M. Donovan 



A person trained in child development can add a differ- 
ent perspective to a project for handicapped children. All 
of the therapists are skilled in evaluating and treating vari- 
ous disabilities. The child development specialist, how- 
ever, has studied the child as a whole. Thus, this person is 
more of a generalist with a background in all areas of de- 
velopment: personal, social, physical, and cognitive. This 
viewpoint allows for a focus on the child's strengths as 
well as his weaknesses, and emphasizes his needs as a 
normal child. 

Professionals who deal exclusively with handicapped 
children can easily lose their perspective on what is nor- 
maK A child development specialist has been trained to 
obs erve and work with normal children. This training is 
often done in a group setting which is another advantage, 
since most therapists are accustomed to working with 
clients on a one-to-one basis. Children behave differently 
in a group, and specific skills are needed to successfully 
manage a group and still meet individual needs. 

The child development specialist with the Early Inter- 
vention Project was also trained In the use of various test 
instruments to assess preschool skills, such as Peabody 



Achievement Test, Illinois Test of Psycholinguistic 
Abilities, Detroit Test of Learning Aptitudes, Wechsler 
Preschool and Primary Scale of Intelligence, and Slosson 
General Intelligence Test. These tests were necessary to 
plan intervention strategies for more mildly handicapped 
preschoolers. 

Training in child development differs from training in 
early childhood education which emphasizes ways to edu- 
cate the preschool child. Child development training is 
broader because it focuses on the child as he develops 
within his family system. The family as an ecological sys* 
tem is a unique and complex unit; all parts of the system 
interact with each other to produce change and growth. 
The system is viewed as an entity with unique and indi- 
vidual elements which interface with the economic, so- 
cial, educational, medical, and community systems. The 
interface of these community systems with one element, a 
handicapped child, will have ramifications for all family 
members. This fact should be a major consideration for 
any system which delivers services to that child. The in- 
tervention of a child development specialist will assist in 
the interface of the family and community systems. 
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ADMINISTRATIVE ISSUES 

Martha S, Moersch 



Questions often asked by correspondents and visitors to 
the project concerned administrative issues, from interest 
in funding sources and proposal writing to interest in the 
day-to-day conduct of the project. Since the specific needs 
and individual circumstances of persons asking these 
questions covered such a broad spectrum, each discussion 
or consultation on project administration followed a dif- 
ferent format. For this reason, no attempt will be made to 
address the issue of project administration except for a 
fevy general comments. 

There are numerous ways in which interested persons 
can obtain information on grant writing, such as dis- 
cussions with individuals who have obtained funding fol- 
lowing submission of proposals for specific programs; 
study of the various books, manuals, and journal articles 
on grantsmanship; participation in workshops, confer- 
ences, or courses on grantsmanship; examination of re- 
quests for proposals, announcements, and guidelines for 
funding possibilities from various state and federal gov- 
ernmental agencies; study of foundation directories to be 
found in mostlibraries; and by seeking out and becoming 
knowjedgeable about the Federal Register, Commerce 
and Business Daily, and other publications which 
routinely announce the availability of funds through 
grants or contracts. Most universities and large agencies 
employ someone to assist staff members in writing grant 
requests. 

A project such as the EIP is almost certain to emerge as 
a part of an already existing organizational structure 
which dictates many parameters of project activities. Or- 
ganizational pammeters can be both facilitory and i;ihibi- 
tory to project operations, facilitory to the extent of offer- 
ing resources and inhibitory in that the number of persons 
and systems to whom the project must be accountable in- 
creases in direct proportion to the number and value of the 
resources. 

The placement of the EIP within a University Affiliated 
Facility assured the availability of many resources, rang- 
ing from personnel, to services, to physical equipment. 
Assistance was readily available for proposal writing, 
budgeting, negotiating with funding sources, media pro- 
ductions, space allocations, and for consultation on a wide 
variety of topics. In order to assure maximum advantage 
for both the home organizational system and the project 
itself^ it was necessary for the prqject administrator to be a 
bufTer, mediator, and advocate. This role assured that the 
project contributed to the home system's ability to meet 
its goals and also that the project personnel were able to 
focus on project goals. Creative prtyect operation requires 
that this buffer role be filled. 

The project director of the EIP also served as the coor- 
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dinator of all project activities and supervisor of all project 
personnel. Responsibilities were delegated to individual 
staff members who were encouraged to be creative in 
meeting their responsibilities. The successful results of 
the project confirm their creative contributions. 

The nature of the ElPprogram required intimate associ- 
ation with families having all the responsibilities of other 
families plus the added responsibility of a handicapped 
child. This called for special emotional support for staff 
members. The move from a center based program into a 
home based program, or a combination of the two, im- 
mediately placed the home visitor in the position of a par- ■ 
ticipant in both the joys and the sorrows of the fiimilies, 
including critical illnesses and death as well as the suc- 
cessful attainment of program objectives. 

As schools and other community agencies develop early 
intervention programs, it will be both necessary and desir- 
able that we share findings and contribute to the needed 
body of knowledge related to such programs. 
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EARLY INTERVENTION 
DEVELOPMENTAL PROFILE: 
APPLICATION IN A 
TRANSDISaPLINARY PROGRAM 

D. Sue S chafer 

EDITOR'S NOTE: The Early Intervention Developmental Proftlc played an unpormnt role in the project. The Profile h 
.being published as a three volume set by the University of Michigan Press under the title Developmental Programming for 
Infants and Young Children, D, Sue Schafer and Martha S. Moerseh, editors. 

The three volume series is a guide to help the teacherltherapist bridge the gap between assessment and program im- 
plementation for children functioning in the 0-36 month developmental age range. The series was designed to be used by 
midiidisciplinary teams who have combined skills in motor, language, and cognitive development and who incorporate 
parents as part of the treatment team. Individual professionals will also find it helpful. Six areas of developnwnt are ad- 
dressed: perceptual/fine motor, cognition, language, social/emotional, self care, and gross motor. The series can he 
adapted to normai high risk, and handicapped populations. 

Volume I, Assessment and Application, prc^vW^^ detailed instructiotis for the use of the Early Intervention Develop- 
mental Pto^Iq including administration and evaluation techniques, scoring and interpretation of results, validity and re- 
liability findings, and complete item descriptions. This volume suggests a method for translating the profile findings into 
behavioral programs for handicapped infants and young children. 

Vdlitrrte 2, Early Intervention Developmental Profile, is a scoresheet and is designed so that small increments in a 
child's skills can he frequently noted. The last page features a chart on which a child\s development can be graphically 
displayed. 

Volumes, Stimulation Activities, /-y (t reservoir of ideas for carrying out planned program objectives. Each developmen- 
tal area contains sequenced developmental behaviors that would be expected in a normal child with adaptatiotis for 
specific handicapping conditions noted. This volume describes ways to handle, stimulate, and interact with the young 
child in play and during daily routines; it is designed to be used by parents with assistance from appropriate prafessionals. 

In order to describe the Profile ^^aic/ the team building process necessary for Profile administration, the following paper, 
presented at the American Physical Therapy Association meeting in New Orleans, June 1976, is reprinted here. 



Origin of the Profile 

The Early Intervention Developmental Profile was con- 
ceived in order to fill the need for an instrument that would 
describe the developmental status of a child in the 0 to 
36-month age range in six areas of development: 
perceptual/fine motor, cognition, language, social/ 
emotional, self-care, and gross motor. The Profile is one of 
the products of the Early Intervention Project for Hand- 
icapped Infants and Young Children, which created a 
transdisciplinary treatment approach to remediating the 
developmental problems of exceptional infants. The HIP 
primary treatment team (occupational therapist, physical 
therapist, and speech and language pathologist), assisted 
by a psychologist and a special educator, needed to gather 
more detailed information about reflexive and cognitive 
development than was traditionally provided by infant as- 
sessment tools. They sought one instrument which con- 
tained developmental sequences in cognitive and motor 
development as well as sensori-motor, language, and so- 
cial growth, so that the time and repetition involved in ad- 
ministering four or more separate instruments to each in- 
fant could be diminished. 

The evaluation instrument had to fit the project's 
assessment-based approach to programming which in- 
cluded frequent (3-month) re-evaluations* Thus it had to 
be a tool which could be administered either by a single 



trained evaluator or by an interdisciplinary team in a rela- 
tively brief period of time (an hour or less). Also, it had to 
supply detailed information in the six developmental 
areas^ while monitoring development of both severely 
handicapped and more mildly handicapped infants. 

Initial compilation of major developmental milestones 
for ages 0 to 60 months began in August 1974, and was first 
used within the project in December 1974. The initial 
Profile results easily led to the formulation of behavioral 
objectives and helped to strengthen assessment-based 
programming within the project. 

The Rr^i Profile revision occurred in March 1975 and in- 
cluded expansion of the gross motor scale to include a 
more detailed examination of reflexive development, en- 
largement of the feeding scale of the self-care section to 
include oral-motor development, as well as minor changes 
on the other scales. At this point, the Projile had stimu- 
lated the interest of numerous other professionals engaged 
in education of handicapped infants and preschoolers. In- 
creasing requests for the Profile prompted the project to 
consider wider distribution and eventual publication of the 
Profile, Thus, the final critical examination of the Profile 
began in late 1975. 

The final revision carefully considered the retention of 
the 36- to 60-month items, which seemed to duplicate 
several already-existing and satisfactory preschool assess- 
ment instruments, However, rather than duplicate exist- 



EKLC 



46 



ing materials, the Profile was revised to include only the 0- 
to 36-monlh age range, since this part of the Profile met a 
real need in bringing together the various aspects of infant 
development. In addition, the final revision, which was 
completed in November 1975, expanded the social/ 
emotional scale to include aspects of theory from aiiach- 
ment and ego psychology literature, and enlarged the 
self-care scales to describe the development of feeding, 
toiletmg, dressing and hygiene skills in greater detail. The 
final Profile revision has been in use since December 1975 
and is available through the University of Michigan Press, 
An expanded version of the Profile which includes a 
method for translating evaluation data into individualized 
treatment programs and which includes suggested stimu- 
lation activities will be published by the University of 
Michigan Press early in 1977, 

The Profile contains 274 items and can be administered 
in less than an hour by an experienced evaluator or mul- 
tidisciplinary team. The Profile yields needed information 
for planning comprehensive developmental programs for 
children with all types of handicaps who function below 
the 36-month age leveK*^It is intended to supplement, not 
replace, standard psychological, motor, and language 
evaluation data. 

The Profile has several unique features. First, the com- 
bined results of the six scales provide a comprehensive 
record of the child's skills, the breadth of which is not 
found in other infant evaluation tools. Second, the com- 
pleted Profile lends itself well to the formulation of indi- 
vidualized objectives, a necessary ingredient of programs 
for handicapped infants and young children. Third, the 
Profile not only compiles a variety of developmental 
milestones, as seen in the language and self-care scales, 
but also reflects current developmental theory in the 
motor, cognitive, and social areas. The gross motor scale 
and the feeding section of the self-care scale reflect a body 
of knowledge which constitutes the basis for the current 
treatment of cerebral palsy in infants and young children 
by emphasizing neurodevelopmental theories and refle- 
xive developmentv The cognition scale provides land- 
marks in the development of sensori-motor intelligence 
described by Piaget and focuses specifically on the acquis- 
ition of the concepts of object permanence, causal rela- 
tionships, spatial relationships, and imitation during ihe 
first two years of life. The social/emotional scale reflects 
current theory on the emotional attachment between the 
mother and child and the child's gradual acquisition of ego 
functions during the first 36 months of life. 



Multidisciplinary Team Building 

The rrojile was designed to be administered by a mul- 
tidisciplinary team which includes a psychologist or spe- 
cial educator, physical or occupational theraplst;iind a 
speech and language therapist. These disciplines can pro- 
vide the disciplinary expertise which the Profile requires 
for the language, cognitive, reflexive, and oraNmotor 
items. 

The project has trained 27 multldisciplinary teams lo 
administer the Profile. These training sessions helped the 
project develop a successful instructional procedure for 
team evaluations. The first step was for each team member 
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to become thoroughly familiar with all the items in his par- 
ticular disciplinary scales. The second step was for the 
team to evaluate a normal infant or toddler, with each 
team member administering his disciplinary scale item by 
item, explaining terminology, administration techniques, 
and scoring criteria to the other team members. Team 
evaluations of normal children should be repeated several 
times in order to gain experience in how normal children of 
different ages handle items in ih^ Profile. The team should 
then progress to handicapped infants and young children. 

The project's team training activities always included 
activities which helped to facilitate each team's personal 
interactions, since the project believed that team success 
(in using the Profile or whatever) depended on the de- 
velopment of viable group interaction. Many of the pro- 
fessionals who attended project workshops had not been 
organized as a team before they came; others had been 
recognized as a team but had never had the time to talk 
about what it meant to be a team. The teams that attended 
were required to have a motor person (occupational or 
physical therapist), a speech therapist, and a teacher or 
psychologist. These groups of individuals were truly 
multkiisciplimiry, i.e., each team member worked from 
his own disciplinary skills and his own sets of goals and 
procedures. 



Interdisciplinary Team Building 

The purpose of the project's team process activities was 
to help the individual team members look at, recognize, 
and experience the components of an interdisciplinary 
team in which the team members shared common goals 
and procedures, and, more importantly, to increase the 
level and amount of communication among team members 
to include eventual sharing of each other's skills and 
knowledge. 

The project used several techniques to facilitate inter- 
disciplinary team development. The first technique was 
examination of the components of a "perfect" team. Each 
team was asked to brainstorm their ideas about a peifect 
team for about 20 minutes. During a period of sharing 
among teams, the requirements for a perfect team 
emerged consistently among all the 27 teams who partici- 
pated and had the same components. 

The first prerequisite for a ''perfect" team is willingness 
and availability of each person to be a team member. It 
quickly became apparent that if a supervisor did not give a 
person released time to be a member of a team, it would be 
impossible to fit in the necessary time that group interac- 
tion requires into an already-existing full schedule. The 
willingness may be there but not the availability. The re^ 
verse can be a bigger problem, A person may be available 
but not willing to be a team member. This situation can be 
very disruptive to team process, as this person may try to 
subvert the team effort either knowingly ox subcon- 
sciously. Both willingness and availability arc thus neces- 
sary ingredients to team development. 

The next component of a^'perfect^team is an agreement 
to a common group enterprise. A group must have a pur- 
pose, common objectives. The process of working out 
goals and procedures as a group gives the team a sense of 
togetherness, a reason for being, and a chance to get to 
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know each other on a more personal level. The EIP stafT 
used the development of the Profile as their common 
group enterprise. The product which they developed 
helped them to understand arid apply uniform treatment 
for each child; the group interaction which allowed them 
to agree on a final product helped to keep the child as a 
whole person in the eyes of all team members. 

Another component of the ''peifecf' team is a willing- 
ness to share one's knowledge, skills, and feelings with 
colleagues, and more importantly, to be willing to learn 
from and listen to one's fellow team members. 

The final component of the ''perfecl'' team is a very 
difficult ingredient to achieve: a recognition and accep- 
tance of personal styles and skills in oneself as well as in 
others. Insight into one's own skills and limitations is hard 
to acquire, and one must learn to trust his colleagues to 
provide him with the feedback necessary to learn about 
himself. At the same time, one must learn to share his in- 
sights about others when ii is appropriate. 

Examination of the components of a ''perfect" team 
helped the workshop participants gain a feeling for what 
each should expect in the process of becoming an interdis- 
ciplinary team member. All quickly learned that team 
membership required a great deal of individual effort. 
They also realized that they still had to develop their own 
team's unique methods of problem-solving but left the 
workshop feeling that it was all right to have team prob- 
lems in the first place. 

In addition to examining the components of the perfect 
team^ the workshop participants were helped to examine 
the facilitating as well as constraining factors in their own 
system that would affect their team effort. Most of the 
teams were from Michigan schools which were developing 
or expanding early intervention programs in response to 
Michigan's mandatory special education law, which re- 
quires schools to provide services to handicapped persons 
from birth. The results of this exercise became highly in- 
dividualized for each team: some had good administrative 
support, others did not; some had community support, 
others did not; some had adequate facilities, others did 
not. In each case they became more aware of the setting in 
which their team had to function and were able to begin to 
set some team objectives for themselves to begin to influ- 
ence their team's acceptance back home. 

The last major technique which the project used to 
facilitate inlerdisciplinary team development was having 
the teams perform a group task. In this case, we had each 
team evaluate a normal inftmt using the Pmjile. This ex- 
perience was used to help each team to begin to appreciate 
the expertise that each discipline brought to the team. 
Since they had to work to complete the Profile in one hour, 
they were forced to rely on each other to complete the 
task. These evaluation sessions were used to initiate each 
team into trying something other than disciplinary evalua- 
tions which not only take time, but tend to segment the 
child into disciplinary pieces. At the end of the project, all 
27 teams were still developing their team assessment ap- 
proaches which would continue to be implemented during 
the 1976'77 school year. 

By the time the EIP team had begun demonstrating and 
teaching the interdisciplinary approach to assessment and 
programming, they had progressed to a more highly 
sophisticated level of team development— the iransdl^- 
ciplinary approach , 



TVansdisciplinary Team Building 

Staff progression from an interdisciplinary team to a 
transdisciplinary team came about in part because of the 
need for each EIP team member to represent the whole 
team during home visits to children. They used the Pw^Vc' 
to help them solve this problem. Each EIP team member 
learned to administer the entire Profile and became 
thoroughly familiar with the underlying theory for each 
item. The process of learning to administer and interpret 
the entire Profile allowed each team member to explore 
further the extent of his knowledge and to identify where 
his expertise ended and that of another began. The learn- 
ing took place over a one-year period. At the end of this 
period, each team member tested his Profile assessment 
skills against a standard. The results of this interrater re- 
liability test were a 96% overall mean, which is high, and 
indicate the EIP team's ability to substitute for one 
another in proflle administration (and probably in other 
areas as well). 

The ability to incorporate several disciplinary ap- 
proaches into one disciplinarian's repertoiie of skills is 
another step in the team development process, which is 
called th& iransclisviplltwry approath to service delivery. 
This approach depends on a high degree of sharing and 
communication among team members as well as knowl- 
edge and acceptance of each other's strengths and limita- 
tions so that the service can be delivered to the child 
through one primary person. The major team member re- 
sponsibility in this approach is to embody the knowledge 
and skills of the other team members, and to quickly rec- 
ognize where his skills and knowledge end and when he 
should call in, or consult with, another team member to 
help solve a problem. 

The EIP team's development took the transdisciplinary 
model a step further and progressed to what can be called a 
niodified transdisciplmary approach to service delivery in 
which the parent becomes an integral part of the team. In 
this model the parent incorporates an understanding of his 
child's developmental needs and learns to carry out the 
necessary service with training, support, and guidance 
from the other team members. This is a highly sophisti- 
cated level of team development and can be achieved only 
after the evaluation/treatment team has passed through 
the other phases of team development: multidlsciplinary, 
interdisciplinary, and transdisciplinary. All four stages 
are depicted in Figure 1. The EIP team's ability to pro- 
gress through these stageji over a three-year period 
strengthened its ability to provide effective service. 

The EIP demonstrated that team development requires 
as much time and priority as do procedural issues in order 
for eariy intervention to be effective. It is the hope of the 
EIP that systems which undertake to serve young hand- 
icapped children will consider making team development 
a priority in the process of program development. The EIP 
will continue to provide training in team development 
along with infant assessment and' programming during its 
Oiitreach phase, which begins July 1 , 1976. 

The EIP team members found the following methods ef- 
fective in learning how to administer the entire Profile, the 
prerequisite to achieving a transdisciplinary team. 

The first requirement in learning to administer and even- 
tually interpret the Profile is that each team member be- 
come thoroughly familiar and comfortable with the scales 
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FIGURE 1 

Stages ofTbam Development 



Multidiscipiinary 




Interdisciplinary 




Transdiscipjinary 




which niost closely represent his own discipline. The next 
step IS to pair with a non=discipIinary counterpart for an 
eyaluation of a normal child. Each teaches the other his 
disciplina-relatad scale, supervises administration and 
scoring, explains techniques* and answers questions. 
After proficiency and agreement have been obtained be« 
twaen the two parsons on both normal and handicapped 
children, pairing should be changed and tha process ra- 
peated for each naw pair. The final step is for each team 
member to attempt a total Profile evaluation of one or 
more children in a situation where all team members could 
be called upon when neaded. 



Modified 
Transdisciplinary 




ThisJeaming process can be supplamented and rein- 
forced in many ways, depending on the style and attitude 
of the team member. Supplemental reading in other disci- 
plines !s invaluable in learning to administer the Profile. 
Ask your fellow team member which publications he rec- 
ommends. Observing other disciplinary evaluations is 
another way to leam new approaches, but practice at ap- 
plying these newlHeamed skills is necessary. It was the 
experience of the EIP staff that team interaction leads to a 
broadening disciplinary perspective. 
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